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ABSTRACT

Clergy’s Perceptions of their Role in Mental Health Service Delivery:
A Qualitative Examination

Mathylde K. Frontus

In recent years, racial and ethnic disparities in mental health service access, utilization and
outcomes has been well documented. Specifically, African Americans are underrepresented as
consumers of formal mental health treatment. While the literature reveals that clergy are often the
first choice for African Americans who do seek mental health assistance, it also documents that little
is known about how clergy specifically address the mental health needs of help-seekers.
The purpose of this qualitative case study was to explore the perceptions of a group of clergy
in the Coney Island community of Brooklyn, NY, regarding their role in mental health service
delivery and how they address the mental health concerns of help-seekers—particularly African
Americans. In-depth, semi-structured interviews were conducted in person with 10 Protestant
clergy. Four overarching themes emerged from the data: (1) beliefs about pastoral role, (2) views
on mental health need, (3) views on mental health service delivery, and (4) barriers to mental
health service utilization.
Findings revealed that most clergy believed that the direct provision or referral of mental
health services for help-seekers was an integral part of their pastoral duties. Implications for
social work practice, education, and future research are discussed.
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CHAPTER ONE: INTRODUCTION
Background and Overview
Racial and ethnic disparities in mental health service utilization and outcomes in the
United States have been the subject of extensive interdisciplinary research in recent years
(Alegria et al., 2002; Chow, Jaffee, & Snowden, 2003; Dobalian & Rivers, 2008; Eack &
Newhill, 2012; Ellison, Musick, & Henderson, 2008; Garland et al., 2005; Hough, &
Landsverk, 2005; Kim et al., 2012; Mills, 2012; Wells, Klap, Koike, & Sherbourne, 2001).
For example, the Surgeon General’s Report on Mental Health (U.S. Department of Health and
Human Services, 1999) brought national attention to the lack of availability, accessibility, and
utilization of mental health services for and by non-White groups in the United States. The
report signified a great advancement in the research of mental health of people of color over
the last few decades. Over twenty years ago, Vega and Rumbaut (1991) noted that “minority
mental health has been seriously understudied because there have been few minority
researchers, and people of color often have not been represented in the clinical patient
populations used to develop the epidemiologic data base over decades of research” (p.356).
While more is known now than twenty years ago about mental health disparities which
exist in various ethnic communities across the United States, scholars, professionals, and
activists’ interest in the topic continues to grow. In particular , the underrepresentation of
African Americans as consumers of outpatient mental health treatment has sparked special
interest among researchers, mental health practitioners, and public health policy makers (Byrd
& Clayton, 2000; Copeland, 2005; Fernando, 2003; Miranda, McGuire, Williams, & Wang,
2008, Snowden, 2005; Stevenson, 2003). While African Americans are often overrepresented
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in inpatient mental health facilities due to a variety of factors such as misdiagnosis of severe
mental illness and a crisis-oriented style of help-seeking (Snowden, 1999, 2001), by most
measures and indicators, outpatient mental health service utilization in the African American
community remains low relative to other demographic groups (Garland et al., 2005; NAMI,
2004; Neighbors et al., 2007; Williams, Costa, Odunlami, & Mohammed, 2008). For example,
the Surgeon General’s Report noted that while one third of all Americans with a mental health
problem or illness receive care, the number of African Americans receiving mental health
treatment from any source was only 50% that of non-Hispanic whites. As a result, the high
rate of untreated mental health needs among African Americans has been referred to as a
pressing public health problem (Thompson et al., 2012).
While all age groups within African American communities appear to be affected by
the underutilization of mental health services, evidence confirms that certain age cohorts are
affected more detrimentally than others. For example, Black, Rabins, German, McGuire, and
Roca (1997) found that almost 60% of older African Americans were not receiving the mental
health care for which they were in need. Yet the Surgeon General’s Report noted that “little
evidence is available documenting the use of mental health services by older black adults”
(p.65), as compared to adults, children, and youth. More recent studies affirm that the trend of
underutilization of mental health services by elderly African Americans persists (Williams,
2007).
Despite the low rates of outpatient mental health service utilization among African
Americans, there is evidence that many do seek mental health assistance from clergy or other
religious figures. In the African American community there has been a historical tendency for
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clergy to be consulted for assistance with personal problems such as mental health issues
Neighbors, Musick, & Williams, 1998; Taylor, Ellison, Chatters, Levin, & Lincoln, 2000). The
tendency among African Americans to seek mental health assistance from clergy is not
surprising given that, when faced with various psychological issues as well serious mental health
concerns, Americans in general consult clergy at a greater rate than they seek assistance from
psychiatrists, psychologists, doctors, marriage counselors, or social workers (Taylor et al.,
2000). Clergy often provide direct mental health assistance in the form of counseling, and also
function as gatekeepers to the formal mental health system by making referrals to mental health
professionals. In the African American community, where rates of mental health service
utilization are significantly lower than in other communities, the role of the clergy figure as
frontline mental health provider is especially pronounced (Moran et al., 2005). Still, the
literature warns that “little is known” about the exact nature of what clergy do to respond to the
mental health concerns of African Americans (Taylor et al., 2004). Consequently, this topic
continues to merit particular examination.

Statement of the Problem
The utilization rate of conventional and formal mental health services by African
Americans is lower than that of other racial and ethnic groups and lower than their own
indicated needs (U.S. Department of Health and Human Services, 1999). Moreover, while
many African Americans seek mental health support from clergy and other religious
figures, little information about the services being provided by clergy is available. This
dissertation addresses this gap by examining how clergy perceive their roles in the delivery
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of mental health-related services. This information will be useful to social workers and
other mental health practitioners, researchers, and faith communities.

Purpose of the Study
The purpose of the study is to address the aforementioned gap in the academic literature by
generating knowledge about clergy mental health practices and role perceptions. Given the
high unmet level of need for mental health services among African Americans in general, the
lack of available information regarding service utilization patterns of older adults in particular,
and the dearth of knowledge regarding the specific nature of mental health services provided
by clergy, this study is particularly timely.

Research Questions
The research questions that guide the study are as follows:
1. How do clergy perceive their role in the mental health service delivery system?
2. How and in what ways do clergy decide whether or not to address the mental health
needs of an individual?
3. What types of mental health services do clergy report offering to help-seekers?
4. According to clergy report, which groups in the community have a higher rate of mental
health help-seeking?
5. How often do clergy report communicating with formal mental health providers as a means
to assist help-seekers?
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Study Rationale
The reasons for conducting this study are both theoretical and pragmatic. Taylor et al.
(2000) note that what is lacking in the literature “is research that identifies the type and quality
of services provided; assesses clergy’s knowledge of available professional mental health
services within the community; and examines the counseling and referral practices of Black
clergy” (p.80). The authors add, “Additional research examining the interface between faith
communities and formal service delivery is [also] needed” (p. 80). Given the insights of Taylor
et al., the theoretical rationale of the present study is to generate new knowledge about mental
health service provision by clergy to African Americans, thereby taking a step towards filling
the significant gap in the literature.
On a pragmatic level, the rationale of the study is to apply the insights and knowledge
gained in this qualitative study to community-building in Coney Island and, when relevant, to
other African American urban communities. The researcher anticipates that the theoretical and
pragmatic outcomes of the study will, as Thompson (2007) urges, assist clergy people, health
care providers, and the professional mental health community in serving African Americans
who live in Coney Island and communities like Coney Island.

Significance of the Study
The study will make a significant contribution to the extant mental health literature and
resources available to practicing clergy by addressing knowledge and practice gaps regarding
the roles clergy play, and the mental health services they provide to African Americans. By
elucidating the roles and functions of clergy in the provision of mental health services to
African Americans in Coney Island, the researcher also expects the study will also shed more
5

light on urban African Americans’ patterns of seeking, gaining access, and using mental health
services.

Assumptions of the Study
The researcher assumes that the research design and methodology of this study are
appropriate for answering the research questions and fulfilling the purpose of the study. The
details of these two important components of the study will be discussed at length in chapter
4. The researcher also assumes that the clergy members who participated in the study after
providing voluntary, informed consent, did so honestly and fully to the best of their ability.
Finally, the researcher assumes that a historical perspective is important to the context of the
study, as well as a description of the neighborhood of the study.

Limitations of the Study
Any study possesses specific limitations, and the present study is no exception. The
primary limitation of this study is its small sample size and its geographical specificity. This
limitation is mitigated, however, by the fact that exploratory qualitative studies provide
initial insights into phenomena and offer a research design that can be modified and
expanded by future researchers who may wish to investigate the same subject with a larger,
more diverse, or geographically distinct population. Additionally, the data collected is selfreported by the sample, rather than observed by the researcher. Moreover, the researcher only
had one point of contact with each respondent.
Additional limitations exist due to factors associated with the researcher. First, her own
position as a non-clergy person may prevent her from fully grasping the breadth and depth of
6

clergy members’ roles in and ideas about mental health, which may be rooted in part in their
respective theological beliefs. Secondly, far from being a “neutral observer”, the researcher
lives and works full time in the community where she conducted her study, and knew many of
the study participants on a personal basis well before she began the research. While Sands
(2013) states that “observation allows one to see processes that participants ordinarily do not
describe in interviews because they are taken for granted” (p.145), Mack, Woodsong,
MacQueen, Guest & Namey (2005) note that “filtering out personal biases may take some
practice” (p.15).
Definition of Key Terms and Concepts
African American. Despite the fact that African American is a controversial term, and
often criticized as imprecise (Tanikella, 2002), its prevalent use throughout scholarly literature
justifies the researcher’s decision to use it to refer to Black individuals. In this study, the term
will be used to refer to individuals who are racially Black, whether Black Americans, Black
Caribbean Americans, or other groups. To the extent possible, the researcher specifies
particular nuances distinguishing different Black groups, as referenced in the literature.

Clergy. The term clergy references the pastors, deacons, and other leaders who hold
official positions of religious responsibility in their churches, conferred upon them through
ordination processes (Young, Griffith, & Williams, 2003).
Counseling. Although the term counseling is often used to refer to both informal and
formal interventions in which active listening, reflective feedback, and engagement are used
(Okun, 1997), in this study it refers only to professional mental health counseling unless
7

otherwise noted. Phrases such as spiritual counseling or religious counseling will be specified
to distinguish those activities from counseling, which refers to activities with a specific mental
health purpose.
Mental health services. Vega and Rumbaut (1991) note that “the term mental health
was originally intended to reflect psychological well-being and resilience; in essence, a
satisfactory if not optimal state of being” (p. 355). The authors add “this term arose as a
precursor to the community mental health movement of the mid-1950s and was a reaction to
bleak images of refractory mental disease and institutionalized treatment which predominated
until that time” (p.355). Still, “despite this optimistic façade, researchers and service providers,
from that time until the present, have been narrowly focused on mental disorders” (p.355).
The authors conclude “the result is that the content of mental health research has been studied
repeatedly from a non-normative perspective, and for many years the research literature was
derived primarily from clinically based studies and rooted in a disease model” (p. 355).
In this study, the term mental health services is used broadly, referencing both formal
and informal services provided by trained and untrained providers who are sought by African
Americans in need of mental or psychological relief. For example, in a study that assessed the
12-month use of mental health services in the United States, respondents in the National
Comorbidity Survey were asked whether they ever received treatment for “problems with your
emotions or nerves or your use of alcohol or drugs” (Wang et al., 2005, p. 630). Like the
National Comorbidity Survey, this research conceives of mental health services in multiple
ways.
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Chapter Summary

This chapter presented the background and overview of the subject of the study and
substantiated the extent of the problems regarding the limited access and underutilization of
mental health services among African Americans. The researcher explained that due to a variety
of documented barriers, many African Americans with mental health needs are likely to turn to a
clergy person to seek support and relief. Despite the documented prevalence of this phenomenon,
research has elucidated that little is known about the nature of mental health services provided to
African Americans by clergy members. Even less information is available about clergy
members’ own perceptions of their roles within the mental health service delivery system and the
relationships they have with formally trained mental health providers.
Taking these phenomena into consideration, the researcher identified the purpose,
rationale, problem, and research questions that form the foundation of the study. The
researcher discussed the assumptions and limitations of the study and provided a glossary of
key terms used throughout the study. The next chapter provides a historical review of African
Americans’ preference to consult spiritual leaders for mental health assistance, specifically
during the period of slavery from 1619-1865.
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CHAPTER TWO: HISTORICAL CONTEXT OF THE STUDY
“Well, in the African American community, you know, I believe it goes back to
plantation, slavery time when we weren’t really allowed to assemble to express anything,
without, you know there being some repercussions. When we look at our religious
history in the church, in the African American church, many of the hymns that we sing
were actually secret messages, you know “Steal Away” and things like that. And so it
was that preacher, that pastor that was a source of guidance even for people on the
plantation. Now, he didn’t go to theology, he didn’t have any degrees and that’s where I
go back to when I say that again I believe that even today with all the education we can
have, that we still have rely on God as our source because if was able to take those
uneducated pastors on the plantation, inspire them to motivate people to believe that
change is going to come, that their freedom was going to come, that we can do the same
thing today with us, and let’s not get so involved with information that we forget about
revelation. So, I believe that it started there, and because that’s the only source they had
to go to. They couldn’t go to anyone else, even on the plantation, you know, the
plantation owners, had more leniency toward the preachers because he was a spiritual
leader. They didn’t think for one minute that he was a person that was going to bring
about revolt or whatever, because you know even our nation is founded on one nation
under God, and things like that. So, even with the things that they did that was wrong
they still had a belief and fear in God. So I think that was something that was bred in us it
continued from one generation to another generation to generation to generation.”
(Participant 7)
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Introduction
This chapter seeks to examine the deep historical roots of African Americans’
preference to consult clergy for mental health assistance rather than seeking out professionals
who define themselves as mental health providers. Regarding the function of historical
research, Howell and Prevenier (2001) note that “at times [one] needs to know about an event
because it has a direct role in making the present…seem central to a past that is important
today” (p. 1). Such is the case with the topic considered here.

Why Look to Slavery?
In a 2001 supplement to his original report on mental health, Surgeon General Satcher notes that
“The mental health of African Americans can be appreciated only within [a] wider historical
context” (p. 53). Specifically, he adds:
“Historical adversity, which included slavery, sharecropping, and race-based
exclusion from health, educational, social, and economic resources, translates into
the socioeconomic disparities experienced by African Americans today.
Socioeconomic status, in turn, is linked to mental health” (p. 57).

Similarly, Hollar (2001) insists that the legacy of the slavery experience and the historical role
of racism must be taken into account when considering the current crisis of lack of mental
health care among African Americans. The author, a psychiatrist, writes:
“The history of slavery in the United States and the ultimate fate of 12 million Africans
wrenched from their homelands, families, villages and culture to serve under most
cruel conditions in a country dedicated ironically to the pursuit of freedom and justice
11

for all is a starting point in understanding the health crisis in modern day African
Americans” (p.339).

Since the first experiences of African Americans in this country was during the time of
slavery, it seems logical for the researcher to use this historical period as the starting place for
attempting to understand the multilevel factors that explain the lack of mental health care
available to and sought by African Americans in the 21st century. As Love (2010) writes,
“very little research is available that explains how the slavery movement, the development of
the Black church, religious beliefs and practices, as well as the use of ministerial support
impact African Americans’ utilization of formal mental health services” (p.vi). According to
Leary (2005), slavery produced centuries of physical and psychological injury to African
Americans, which has resulted in what she terms “post-traumatic slave syndrome.” In a guide
for African Americans and their families regarding mental health, the American Psychiatric
Association (2012) notes “African Americans have a unique place in US history. The legacy
of Slavery and centuries of discrimination continue to have an impact on the lives of African
Americans today” (p. 2). A glimpse into this historical period will reveal the earliest forms of
mental health trauma experienced by African Americans in this country and how religious
figures have attended to the psychological needs of the community, setting a precedent that
remains today.
Best (1998) refers to black religious figures as “flames of fire” who have been
supporting African Americans from slavery until the present. Not surprisingly, Taylor et al.
(2000) remark that “Black [clergy] have a long history of providing services to African
Americans, which were inaccessible to them from “mainstream institutions” (p.77).
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Similarly, Carrasco (2005) notes that:
“African American ministers are firmly embedded within African American
neighborhoods in a way that mental health professionals will never be. They are
almost as accessible as most friends and family and they have a level of respect and
responsibility that places them in a special category.” (p. 14)

The Role of African American Religious Figures in Addressing Mental Health
Concerns among African Americans during the Period of American Slavery,
1619-1865
In the Beginning
“The first object which saluted my eyes when I arrived on the coast was the sea, and
a slave ship, which was then riding at anchor, and waiting for its cargo. These filled
me with astonishment, which was soon connected to terror, when I was carried on
board.” (Olaudah Equiano, 1791)1

The inhumane circumstances under which Africans were involuntarily captured and
transported to America set a precedent for the long-standing need of African Americans to
receive reparative mental health services. While most scholarly accounts of American
slavery begin with the year 1619, the first group of Africans arrived in this country
approximately in 1527 (Finkelman, 2012; Hollar, 2001; Hornsby, 1997)2. Hornsby (1997)
writes:
__________________________
1

From The Interesting Narrative of Olaudah Equiano, or Gustavus Vassa the African (1791; quoted in Meltzer,
1964, p.3).
2
As few sources are available in English regarding the Blacks who arrived in 1527, this paper focuses primarily
on the experiences of Blacks in this country beginning from 1619.
13

“After the Lucas-Vasques de Ayllon expeditions of 1525-1527 some
rebellious African slaves were left along the Carolina coast. These blacks
became the first permanent, non-Indian residents of what is now the United
States” (p.xli).
In 1619, a Dutch ship brought twenty Africans to Jamestown, Virginia. Hornsby states
“They [were] the first blacks to be forcibly settled as involuntary laborers in the North
American British Colonies” (p.xlii). These Blacks were technically not slaves but indentured
servants who often worked for seven years, after which, some of them were allowed to
become property holders and become politically active citizens, albeit not a significant amount
(Hornsby, 1997). While there were both White and Black indentured servants at the time,
Finkelman (2012) notes that only the African ones were sentenced to lifetime servitude if
caught after trying to run away, while “by contrast, no European was ever sentenced to lifetime
servitude for running away” (p.108).
According to Hornsby, “the first black slaves arrived in New England probably in 1638”
(p.xviii). Since English law had not defined the status of a slave, the colonies had to create their
own regulations and designations. The slavery laws were adopted from the slave codes, which
defined the status of slaves and rights of masters and essentially governed indentured servitude
Hornsby notes that while the indentured servant had many rights, the slave did not have any.
Massachusetts, Rhode Island, and Virginia were the first three colonies to legalize slavery in
1641, 1652, and 1661, respectively.
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The slavery laws determined that the status of one’s mother would determine whether a child
was free or a slave, which differed from the English tradition of using the father’s status to
determine that of a child. However, regardless of one’s initial designation as indentured servant
or slave, or whether one became free sooner than another and was able enjoy certain privileges,
all Africans were forcibly brought to this country against their will, and suffered trauma as a
result (Berlin, 2003; Foner, 2006; Harrison, 2010).
The Africans who arrived in the New World brought with them a rich legacy of diverse
religious traditions. A small percentage of them were Muslim and Catholic converts from
earlier missionary work that had taken place in their respective lands of origin. Most, however,
practiced their traditional indigenous beliefs, which included worship of various deities, among
other rituals. A key figure among the newly arrived Africans was the spiritual priest, who
served as the primary religious figure to the slaves for many years following their arrival in the
colonies. While other African spiritualist figures included the herbalist and the sorcerer
(Bakari, 1999), the priest served in a unique capacity. With a history of meeting the needs of
his community back home, he continued to provide comfort and support to uprooted Africans
during the harrowing voyage to America and upon their arrival on new soil. His responsibilities
included officiating at ceremonies, making offerings to the deities, and serving as a medium to
communicate with the spiritual world. It is no wonder, then, that Du Bois (1903) writes of the
African priest:
“[He] appeared on the plantation and found his function as the healer of the sick, the
interpreter of the Unknown, the comforter of the sorrowing, the supernatural avenger
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of wrong and the person who rudely but pictorially expressed the longing,
disappointment and resentments of a stolen and oppressed people” (p.3).

Indeed, for approximately one hundred years, until the slaves would be later converted
to Christianity and the role of the “preacher” would emerge, the spiritual priest was one of the
first mental health providers for African Americans. Bakari (1999) writes of the “[African]
priest’s cultural continuation in America” and notes that while the “first six months to a year of
slavery,” also called the “breaking in period,” were “often the most difficult period for newly
arrived Africans,” the priests were “active agents for aiding and abating fugitives and
maroons,” who usually made their first escape attempts during this time (p. 110).. The author
adds: “Advising potential runaways on when to flee and predicting whether or not their escape
would be successful was an integral part of the plantation’s priest’s role” (p.114). Another
duty of the African priest was to help bring families together. Bakari notes that the priest, as
one believed to have supernatural abilities, was consulted by slaves to find out whether a
family member was on a nearby plantation (Harrison, 2010).

The Great Awakening and the Emergence of the Black Preacher
While small-scale efforts were made to convert the slaves to Christianity from their
moment of arrival in America, Raboteau (1999) notes, “during the first 120 years of black
slavery in British North America, little headway was made [for large-scale conversion]” (p.
24). Although the English church and government routinely admonished the colonists to
initiate their slaves into the Christian faith, for the most part they resisted, fearing that
Christianity would “raise the slaves’ self-esteem, persuade them that were equal to whites, and
16

encourage them to become rebellious” (Raboteau, 1999, p.21). Matthews (1995) adds that
there was fear that blacks might take biblical narratives such as Exodus in a literal sense and
seek to emulate them. Moreover, when colonial clergy or Catholic missionaries did gain
access to the slaves, a host of problems often surfaced: Some slaves rejected the Christian
message wholesale because they regarded it as the message of the oppressor; others had not
learned English well enough to understand the religious instruction; and to those whose work
and location had limited their exposure to Whites and their religion, the White religious
figures seemed totally foreign (Raboteau, 1999). The remoteness of White Christian imagery
and language for slaves stolen from Africa leads Raboteau (1980) to observe “during the
colonial period, the Christianization of slaves was erratic and generally ineffective until the
1740s.” (n.p) Nonetheless, notes Raboteau (1999), “Others accepted Christianity because they
hoped --contrary to colonial legislation and missionary preaching --that baptism would raise
their status and lead eventually to freedom for their children, if not for themselves” (p.23).
The large-scale conversion of African slaves to Christianity, which would eventually
change the nature of the relationship between Whites and Blacks and provide a platform for the
Black clergy as we know them today to emerge, was a result of a series of Protestant
evangelical revivals which spanned certain regions of the colonies. The First Great Awakening
was a religious revival that began in Massachusetts in the 1730s. While scholars differ on the
precise year3, it is known that Jonathan Edwards, a Massachusetts preacher and the most
influential theologian of the era (Fogel, 2002), spearheaded a movement of returning to the
Pilgrims’ Calvinist roots and reawakening a fear of God, which was perceived to have declined
____________________________________________________
3
According to Bickner (2005), the first great awakening began in 1734. Raboteau (1999), however, suggests 1739.
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in recent years. The First Great Awakening, under the leadership of Edwards and others, asked
each congregant to connect with God daily in a full and direct sense – intellectually, spiritually,
and emotionally. The extensive outdoor and indoor meetings of prayer and preaching by

Protestant clergy that ensued– some itinerant, others congregationally-based, led many
spectators White and Black; masters, slaves, and free men and women, to convert in large
numbers (Kidd, 2007; Winiarski, 2005). In a remarkable change of pattern, large groups of
Blacks and Whites suddenly gathered under one roof and experienced conversion together,
temporarily transcending the power that some had over others. More implausibly, while the
African slave was heretofore regarded as chattel, not much different than a mule, upon
conversion, many Blacks, both free and enslaved, took active roles in the revival services and
were allowed to pray publicly and preach in the company of Whites. This turning point was
indeed a remarkable shift in the course of American slavery, as well as in American
Protestantism.
Raboteau (1999) remarks that, unlike the previously unsuccessful efforts by the
Roman Catholic missionaries and the Anglican Church, where memorization and education
were required to instruct the slaves in Christianity, the new efforts by the Protestant
revivalists, who were mainly Methodist and Baptist, “emphasized the immediate experience
of conversion as the primary requirement for baptism and so made becoming Christian a less
time-consuming and difficult process” (p.24). This new theology which “downplay[ed]
learning, wealth, or status as [a] requirement for religious leadership”, unlike that of before,
gave way for “all classes of society…to participate…in prayer meetings [and] revival
services, [thereby allowing] the poor, the illiterate, and…the enslaved…to preach and pray in
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public” (Raboteau, 1999, p.24). In other words, unlike the earlier scattered efforts to convert
slaves to Christianity, mostly in name, the Great Awakening ushered in (or revived) a theology
of salvation for all, which allowed African American men to be legitimately accepted as leaders
and authorities of the gospel. Even the profound democratic tendencies of the First Great
Awakening, however, were not strong enough to overcome the sexism inherent within
Christianity. African American women were certainlynot accepted as leaders and authorities of
the gospel until the latter part of the 20th century and then only in some of the mainstream
liberal Protestant denominations.
Despite the religious fervor that was created by the First Great Awakening,
between approximately 1730 and 1760, the years immediately preceding the American
Revolution witnessed a shift in the interest in religion. Fogel (2002) notes:
“Steeped in the rationalism of the Enlightenment, and harboring suspicions of the
established churches, the leaders of the revolution tended to view all political
issues through the prism of natural rights rather than divine revelation. The
Revolution thus served to weaken rather than enhance religion” (p.20)

Many factors such as the spread of European rationalism during the Enlightenment caused
religion to subside as it had in the years before the First Great Awakening, only to be revived
years later through a series of other evangelical movements. Most notably, the Second Great
Awakening began in 1799 with a camp meeting in Kentucky (Bickner, 2005). Unlike the
Calvinist roots of the First Great Awakening, the new theology of these revivals was an emphasis
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on the Second Coming of Christ to earth and moral reform. Fogel (2002) states that the
“leaders of the Second Great Awakening …preached that the American mission was to build
God’s kingdom on earth” (p.21). The belief in the second coming of Christ not only led to
personal behavior modification, but also gave birth to an organized effort towards social
perfection. The new Protestant converts became politically involved to change many existing
laws that they deemed unacceptable. Aboliton of the consumption of alcohol, child labor, and
slavery, and promotion of women’s rights were some of the causes on their agenda. As was the
case with the first series of revivals, the Second Great Awakening was responsible for many a
slave conversion. Bickner (2005) notes that the initial camp meeting in Cane Ridge, Kentucky,
was particularly embracing of African Americans and that, as a result, many slaves converted to
Christianity.
By the end of the Second Great Awakening in 1839 or 1840, many Black men around
the country had become preachers. Some were free and became pastors of their own
congregations, while others were slave preachers who provided daily psychological comfort to
their fellow slaves on the plantation. For example, in 1784, Richard Allen and Absalom Jones,
two free men, became the first Black men to be granted official licenses to preach (Bickner,
2005), and in 1788, Andrew Bryan, a slave, was ordained as a Baptist minister. As early as
1750s however, well before receiving official credentials, Black men had become preachers
upon conversion from the First Great Awakening and established small congregations on slave
plantations (Bickner, 2005).

The Slave Preacher as Mental Health Provider
Before Before we consider the manner in which the newly converted Black preacher served as a
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mental health figure during slavery, it should be noted that there has been interesting discussion
regarding the original identity of the preacher. The accounts above suggest that a Black
preacher’s conversion into a mental health healer took place rather indiscriminately, as he was
pressured to do so by the extremity of people’s suffering, as in fact, some scholars such as Du
Bois (1903) suggest that it was the African spiritual priest who was transformed into the new
Christian preacher (Dennard, 1983). Dennard (1983) states: “Du Bois’ major contention, of
course, was that the ‘Priest or Medicine man’ evolved into the black preacher, who was in turn
largely responsible for the development of the black church” (p.4). Dennard quotes Du Bois
(1961) as stating: “Thus, as bard, physician, judge, and priest, within the narrow limits allowed
by the slave system, rose the Negro preacher, and under him the first Afro American institution,
the Negro church” (p.4). According to Dennard, Du Bois never exactly described how this
transformation took place, indicating only that the black preacher was a “descendant” of the
original priest, and such a view has been certainly rejected by scholars. For instance, as
described by Dennard (1983), Sernett (1975) finds Du Bois’ argument flawed and notes “there
was no straight line evolution from priest to minister” (p.5). Sernett argues instead that a
general development occurred among the Southern Blacks, which produced ministers,
exhorters, self- appointed preachers, and cult leaders.
In spite of such disputes regarding the original identity of the Black preacher and
his potential lineage from the African priest, it seems clear that the surge of Protestant
revivals across the colonies (and, later, the nation) gave rise to public Black leaders, who
utilized Christianity to comfort their people on the plantation. Until the mass-scale
conversion of the slaves, a variety of African spiritualists, such as the herbalist and
medicine man, and especially the priest, tended to the mental, emotional, psychological
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and spiritual needs of blacks, in keeping with the African spiritual traditions. As the
slaves accepted Christianity in large-scale numbers, they simultaneously created a tailorfit style of religion that borrowed heavily from their African- based customs. This practice
of “syncretism”, which was the selective blending or fusion of an older and newer
tradition, led to a unique form of African American Christianity (Abbott, 2003; Stewart,
1999).
The Black preacher did not fit one prototype. He might be either freed or a slave,
literate or illiterate. However, before the American Revolution, free Blacks “were so small in
number,” that the “origins of a large free black population in America came after the
Revolutionary War” (Hornsby, 1997, p.x). Therefore, although both freed and slave preachers
have a history of meeting the needs of Blacks during slavery, given the longer tenure of the
slave preacher on the plantation, and the fact that he lived among the enslaved, sharing in their
daily fate, he will be the main focus in this discussion.
A treatment of all the activities performed by the slave preacher would exceed the
scope of this chapter. Regarding the typical character traits of slave preachers, Dennard (1983)
notes that they were not extortionists, but men who were genuinely concerned with the
salvation of the people. Still, the author notes:
“The [slave] preacher whom slaves memorialized in their testimony and folklore,
however, was not the Christian or accomodationist leader generally portrayed in extant
works on American slavery. Instead, as both slaveholders and slaves have noted, he was
considerably more troublesome, rebellious, cunning, and deceptive” (p. v).
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While the slave preacher did spend much of his time trying to convert his fellow
African Americans to Christianity, which has since been analyzed by some scholars as a form
of social control (Mervis, 1996), what is important for this discussion is his role as a savvy
master mind, who often appeared to be playing by the rules in front of Whites, but in fact
would risk his life to promote freedom secretly and provide psychological comfort to his
enslaved kinfolk. Specifically, well before the establishment of any formal churches, slave
preachers organized secret meeting places for slaves to congregate and provide mutual support
to one another. Later referred to as an “invisible institution” (Maffly-Kipp, 2000; Raboteau,
1999), the slaves referred to these safe spaces at “hush harbors” since they were held in distant
swamps, fields, or woods, in total secrecy. Maffly-Kipp (2000) notes, “through signals,
passwords, and messages not discernible to Whites, they called themselves to ‘hush harbors’
where they freely mixed African rhythms, singing, and beliefs with evangelical Christianity
(p.2). Here, the usual preaching done by slaves in front of Whites took on a twofold meaning
as the preachers used the same gospel to criticize Whites for their cruelty and long for freedom.
In his autobiographical slave narrative, Peter Randolph (1893) provides
the following portrayal of a hush-harbor gathering:

Not being allowed to hold meetings on the plantation, the slaves assembled in the
swamps, out of reach of the patrols. They have an understanding among themselves as to
the time and place of the getting together. This is often done by breaking boughs from the
trees and bending them in the direction of the selected spot. Arrangements are then made
for conducting the exercises. They first ask each other how they feel, the state of the their
minds, etc. The male members then select a certain space, in separate groups, for their
23

division of the meeting. Preaching in order, by the brethren; then praying and singing all
around, until they generally felt quite happy. The speaker usually commences by calling
himself unworthy, and talks very slowly, until, feeling the spirit, he grows excited, and in
a short time, there fall to the ground 20 or 30 men and women under its
influence.”(p.202)
Based on accounts such as these, Maffly-Kipp (2000) observes: “Part church, part
psychological refuge, and part organizing point for occasional acts of outright rebellion, these
meetings provided one of the few ways for enslaved African Americans to express and enact
their hopes for a better future” (p.2).
Before Black clergy were granted official licenses to preach and well before they
eventually opened their own independent churches, the slave preacher on the plantation served
a dual function as spiritual leader and mental health provider. Unlike today’s clergy,
however, he did not have institutional support, nor was he able to refer his constituents to
formal mental health assistance. Instead, the slave preacher used a hands-on approach that is
strikingly similar to that of some of today’s clergy. He lived communally among other
African Americans and delivered messages of hope during clandestine meetings to keep the
spirit of his people alive, much like today’s Black preacher whose main role is often said to be
that of bringing hope to the African American community.

The Continued Importance of the Black Preacher to African Americans During the
Reconstruction Era, 1865- 1877, Jim Crow Period, 1877- 1965, and the Civil Rights
Movement, 1965 - Present
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While this chapter is primarily concerned with tracing the mental health needs of
African Americans to the period of American slavery, it should be noted that black preachers
continued to serve a vital role within their communities well beyond the Emancipation
Proclamation. In fact, the freeing of all African American slaves in 1865 assigned to their
preachers enormous new challenges. As their spiritual flocks sought to find housing, work,
literacy, education and a greatly altered identity, preachers accompanied them in their
multidimensional journeys. Many did so in the same or similar locations that their followers
had been enslaved. Others traveled to new towns, cities, or regions of the country alone or with
members of their congregations. The Freedman’s Bureau and Reconstruction offered some
initial hope, rights and resources to preachers and their African American congregants (Davis,
2003; Foner, 2006; Ross, 2004).
With the death of Reconstruction in 1877 and the withdrawal of federal troops from the
South, the state-sponsored assistance which clergy and their members had begun to receive,
generally perished. Preachers for African American communities then faced the long and slow
slog of supporting a people whose citizenship and humanity remained in question and under
both direct and indirect attack throughout at least the first two-thirds of the 20th century. Jim
Crow, a combination of laws, regulations, and customs that enforced official apartheid
throughout the former confederacy and unofficial racial segregation in most areas of living and
working every section of the U.S., ensured that the role of preachers to African Americans
remained as central from 1877-1965 as it had been under slavery (Davis, 2003). During this
period, blacks faced lynchings, race riots and ongoing violence from the larger society.
Religious leaders such as clergy, played a significant role in offering hope to African
Americans for justice and offering a sense of kinship and belonging against a hostile society.
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With the dawning of the Civil Rights Act of 1964 and the Voting Rights Act of 1965, the
roles of preachers within African American Communities grew more complicated. Some
preachers recoiled from the political world of civil rights advocacy; many others seized the
reins of leadership. For the last fifty years, clergy have remained visible in the various struggles
facing African Americans in the U.S. such as the race and the criminal justice system, the
suppression of voter rights, the war on drugs, workplace discrimination, police brutality,
among other issues. No further evidence exists for the centrality of the Black clergy’s role in
African American communities today than the decision for individuals and families to consult
preachers first for their mental health concerns.

Chapter Summary
This chapter sought to highlight the realization that an observer or reader who is
divorced from an awareness and understanding of the historical antecedents of the relationship
between ministers and their African American flocks may find it puzzling as to why African
Americans seek multidimensional help from their clergy, rather than seeking formal mental
health services. Such ignorance about African Americans’ past experiences and extreme
conditions can in fact lead researchers, policy advocates, funders, practitioners and other
stakeholders to implement misguided, if well-intentioned, policies that will do little, if
anything, to address the structural causes of underutilization. For example, it would be
unfortunate, indeed, if mental health training programs designed and funded by federal or state
governments or foundations failed to target clergy who serve urban and rural communities of
concentrated African American populations. As we have seen, it is imperative to trace the
roots of this problem all the way back to the earliest days of this country, back to the time
when Africans were forcibly removed from their own country and left without spiritual or
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psychological recourse as they forged new lives as slaves in the Americas. After the profound
trauma of dislocation, passage to the Americas, and intolerably cruel working and living
conditions, not to mention disrupted and broken family patterns, it is evident that many mental
health needs emerged for the earliest African-Americans.
Given that there were no mental health services available to African-Americans at that
time, and considering that many Africans had spiritual priests who played central functional
roles in community life, it is hardly surprising that Africans who had been priests in their
homeland became a source of solace and encouragement in the new land. African priests held
slave communities together, ministering to both groups and individuals, and offering those in
psychological distress the same key elements of therapy that we utilize today: identification,
active listening, empathy, the instilment of hope, and the identification of resources to help the
person in need cope with the realities of his or her situation (Yalom,1995 ). Over time, as
Protestant preachers such as Jonathan Edwards, led massive conversions, African-Americans
were also converted and began syncretizing elements of their native religion with Protestant
religions. Such conversions resulted in significant cultural changes; however, the AfricanAmerican clergyman, whose role was now formalized, and the slave preacher who lived among
other enslaved people, played a significant role in the care and uplift of the community. In a
context in which Whites could rarely be trusted, it was all but inevitable that the African
American preacher would continue to be the sole source of mental health care for the AfricanAmerican community.
Research has substantiated that most Americans would prefer to see a clergy member
than to seek out the support of professionally trained mental health clinicians. This preference
is particularly true for African-Americans. The historical reasons have been traced in this
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chapter, and in closing, it is important to reassert that major barriers such as inadequate
insurance and disproportionally low representation in the community of mental health
providers only serve to perpetuate and reinscribe African Americans’ estrangement from
formalized mental health services.
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CHAPTER THREE: LITERATURE REVIEW
Introduction
This chapter presents a review of the academic literature regarding African Americans’
mental health disparities and the role of clergy in addressing their addressing their mental
health concerns. The mental health needs of African American older adults are also
discussed, as well as theoretical frameworks which help to explain how clergy interface with
the formal mental health delivery system. The gaps in the literature are also explored.

Mental Health Disparities in the U.S.
In recent years, there has been increasing concern from several professional
communities including physicians, academicians, policy makers, and mental health clinicians,
about the disparities in health services and mental health care across the U.S. population
(Cooper, Rivara, Wang, MacKenzie & Jurkovich, 2012; Williams, 2012). Le Cook, McGuire
and Zaslavsky (2012) note that “the term “disparity,” when referring to the quality and access
to health care among populations groups, connotes not only a difference but also inequality and
unfairness” (p.1232). However, the authors also note that the term is “inherently
controversial” and warrants further clarification when utilized in the literature. After
reviewing commonly used definitions of racial/ethnic health care disparities, they share their
preference for a definition of disparity found in the Unequal Treatment report published by
The Institute of Medicine in 2003: “differences in health care services received by the two
groups that are not due to differences in the underlying health care needs or preferences of
members of the group” (p.1235).
With regard to mental health disparities, the U.S. Surgeon General’s report on mental
health (U.S. Department of Health and Human Services, 1999) makes a key contribution to the
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health services literature by highlighting the pervasiveness of racial and ethnic differences with
regard to mental health care. Throughout the document, Surgeon General Satcher (1999) notes
that this country’s mental health system is not well equipped to meet the needs of racial and
ethnic minority populations4, acknowledging that “the mental health field is plagued by
disparities in the availability of and access to its services” (Preface section, para. 4). He adds
that the reasons are “viewed readily through the lenses of racial and cultural diversity”
(Preface section, para 4).
Since the release of the Surgeon General’s report a decade ago, mental health
disparities have continued to receive national attention. In 2002 President George W. Bush
created the President’s New Freedom Commission on Mental Health and charged it with the
mission “to conduct a comprehensive study of the United States mental health services
delivery system, including public and private providers, and make recommendations to the
President” (Hogan, 2003, p. 1467). The Commission set forth six proposed goals for
transforming the mental health system, one of which was: [to make sure that] “Disparities in
mental health care are eliminated” (Hogan, 2003, p. 1470).
The academic literature continues to document that little change has occurred with regard
to mental health disparities. Atdjiian and Vega (2005) note that “disparities exist in both access
to and quality of mental health care for racial and ethnic minority groups in the United States”
and add that “the discourse on disparities is not an academic exercise but rather a matter of life
and death” (p.1600). Similarly, Johnson, Frees, and Rosenberg (2012), Eack and Newhill
(2012), and Mills (2012) all find that racial-ethnic disparities in mental health treatment persist.

4

See http://www.surgeongeneral.gov/library/mentalhealth/home.html
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Reasons for Disparities
Several reasons have been found to lead to ethnic and racial disparities in mental
health services. In discussing the reasons for health disparities in general in the U.S., Shavers
et al. (2012) note that “several factors including the disproportionate prevalence of less healthy
lifestyles, low socioeconomic status, resource-poor neighborhood environments, and poorer
access to care” (p. 953) are to blame. The authors add that “another factor is the poorer care
received by minority patients after they enter the health care system” (p. 953). Krieger (2012)
describes an “eco-social approach” that considers the effect of discrimination on health
disparities. Specifically, this approach “address[es] the lived realities of discrimination as an
exploitative and oppressive societal phenomenon operating at multiple levels and involving
myriad pathways across both the life course and historical generations” (p. 936) Further, the
eco-social approach “consider[s] (1) the structural level—past and present de jure and de
facto discrimination; (2) the individual level—issues of domains, nativity, and use of both
explicit and implicit discrimination measures; and (3) how current research methods likely
underestimate the impact of racism on health” (p. 936)
Alegria et al. (2003) note that “ethnic and racial disparities in mental health are driven
by social factors such as housing, education, and income” (p.52). Chung et al. (2003)
highlight the role of geographic differences and residential patterns, while Williams and
Collins (2001) posit that racial residential segregation is a “fundamental cause” of racial
disparities (p.404). According to Williams and Collins, since “pervasive and persistent”
patterns of racial disparities in health are due to a “complex, multifactorial web of causation”
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(p. 413), mostly related to racial residential segregation, which, according to the authors, is an
institutional manifestation of racism, then:
“effective efforts to reduce racial disparities in health status should seriously
grapple with reducing racial disparities in socioeconomic circumstances, and with
targeting interventions not only at individuals but also at the geographic contexts in
which they live” (p. 413).
It is no surprise then, that Alegria et al. (2003) regard public policies addressing gaps in social
factors such as housing, education and income as an effective means of correcting mental
health status disparities. In a recent study, Alegria et al. (2012) claim that “improving patient
education and availability of community clinics, combined with insurance coverage, reduces
service disparities across racial/ethnic groups” (p.1322).

African American Mental Health Service Utilization
In terms of the particular mental health needs of African Americans, literature from
the fields of public health, social work, psychiatry, and psychology reveal that the mental
health needs of this group remain largely unmet and that members of this group seek and
receive formal mental health treatment at a rate far lower than Caucasians (Barksdalen &
Molock, 2009; Broman, 2012; Byrd & Clayton, 2000; Copeland, 2005; Fernando, 2003;
Lawson & Lawson, 2013; Snowden, 2005; Stevenson, 2003; Thompson et al., 2012; Williams
et al., 2007). According to the director of the American Psychiatric Association Office of
Minority and National Affairs (Primm, 2006):
“Mental illness is an equal opportunity illness. People of all racial, ethnic,
religious and socioeconomic groups experience mental illness and African
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Americans are no exception. But while mental illness exists in all population
groups, African Americans experience much greater unmet need for mental
health services and receive a lesser quality of care than Caucasian populations”
(p. 1).
Reasons for African American Mental Health Disparities
Regardless of how broad or narrow the definition of mental health concerns, there
are several issues to consider when trying to understand why rates of mental health service
utilization remain low among African Americans. As noted above by Primm (2006) and
also documented by others (Atdjiian & Vega, 2005; Wells, Klap, Loike, & Sherbourne,
2001), the underuse of services by African Americans is partly due to lack of accessibility
and the lower quality of care that they receive.
Surgeon General Satcher (1999) also considered the role of racial mistrust, noting:
“Research documents that many members of minority groups fear, or feel ill at ease
with, the mental health system…These groups experience it as the product of white,
European culture, shaped by research primarily on white, European populations. They
may find only clinicians who represent a white middle-class orientation, with its cultural
values and beliefs, as well as its biases, misconceptions, and stereotypes of other
cultures” (Chapter 2, Para 4).
Snowden (2001) suggests that racial mistrust on the part of African Americans may well be a
reasonable response to the lower quality of care that they receive compared to their white
counterparts, and cites Wang et al (2000) who found that “African Americans suffering from
depression or anxiety were less likely than whites to receive care adhering to official practice
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guidelines” (p.184). Similarly, Hollar (2001), Pieterse, Todd, Neville, & Carter (2012), and
Williams et al. (2000) urge that racism or perceived racism must be taken into consideration
when understanding the current health care crisis affecting African Americans. Using a
random-effects model, Pieterse et al. found a positive association between perceived racism
and psychological distress among African Americans.
Other well-documented barriers to mental health services include fear of stigma
(Alvidrez, 1999; Corrigan, 2004), denial of a problem (Snowden, 2001), lack of insurance
coverage (Chow et al 2003), environmental context and socioeconomic status (Alegria et
al, 2002), and the lack of culturally competent providers (Chow et al 2003; U.S.
Department of Health and Human Services, 1999). For example, when the Surgeon
General’s report (U.S. Department of Health and Human Services,1999) was released
almost fifteen years ago, it was noted that only 2% of psychiatrists, 2% of psychologists
and 4% of social workers in the U.S. are African Americans. Recent figures from 2004
reflect that only 7% of licensed social workers in the U.S. are African American (NASW,
2006).
In a study conducted with African American mental health consumers, researchers found
that patients cited “problems in communicating with [mental health] providers as a major
obstacle to seeking services and engaging in [mental health] treatment” (Newhill & Harris,
2007, p. 107). More recently, in a chapter in the Handbook of Race and Development in
Mental Health, Neighbors, Hudson and Bullard (2012) describe the challenge of understanding
the mental health of African Americans by noting that “the educational, employment and
financial status of African Americans differs from that of other US race/ethnic groups,
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particularly White Americans” (p.45). In discussing mental health disparities among African
Americans, Thompson et al. (2012) note that not only do African Americans “regardless of
gender and age, use mental health services at much lower rates than do other ethnic groups” (p.
371), but they are also disproportionately exposed to traumatic events such as community
violence.
African American Older Adults
In 2005, the White House Conference on Aging made the mental health of older adults
a priority for the first time in the conference’s history (Rosack, 2006). Gollop (1997) notes
that older adults in general tend to have more health related problems than the public at large.
The same can be said for African American older adults. According to Gollop, older African
Americans typically encounter higher rates of diseases and illness than the general population.
Rodriguez, Wallace, & Kinton (1995) state that “minority elders have higher health service
needs and lower utilization rates of services important for geriatric populations” (p.1). They
are thought to face their own unique challenges in terms of mental health concerns as well,
although the literature remains scarce. Stansbury (2011) writes that “late-life depression is a
public health concern in older African Americans… [and that] researchers agree that older
African Americans are vulnerable to depressive symptoms due to financial hardship,
widowhood, chronic illnesses, stress, role strain, and low educational attainment” (p.298).
Kurlowicz et al. (2005) note that by the year 2030, approximately 21% of the U.S.
population will be 65 years of age or older, and African Americans will be the largest portion
of non-White elders, most of whom will be older than 85 years old. The authors add that
older, poor African Americans, who are exposed to stressors such as racism and
discrimination, are particularly vulnerable for medical and mental health disparities.
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Similarly, Mills et al. (2012) state that social inequality and racial discrimination are major
challenges to the mental health of older African Americans.
In a 2012 study, Simning et al. found that mental illness among older adults who
resided in public housing, 80% of whom were Black, went largely untreated. Examining the
mental health treatment received by older adults who were home health care patients, Pickett,
Weissman, and Bruce (2012) discovered that “older blacks were less likely to than older
whites to receive antidepressants, independent of a depression diagnosis.” (p.827). The
authors add that “this finding suggests that older blacks with depression in home health care
may face two disparities relative to whites: underdiagnosis and undertreatment of depression”
(p. 827). Kim et al. (2012) found that “black elders in the South were significantly less likely
than whites to use mental health services” (p.618).

The Role of Clergy in Addressing Mental Health Concerns
When confronted with mental health concerns, many individuals find that seeking the
assistance of the clergy is preferable to consulting formal mental health services. For over
fifty years, research has looked into the clergy’s role in mental health service provision
(Bissonette, 1977; Bissonette, 1979; Brodsky, 1968; Hollander, 1959; Mollica et al., 1986).
Openshaw and Harr (2009) write that “clergy are often the first source of support for
individuals dealing with mental health issues” (p. 301). Milstein et al. (2008) refer to the
260,000 religious congregations in the United States and their clergy as “de facto providers of
mental health care” (p.218), and others describe clergy as frontline mental health workers
(Moran et al., 2005; Weaver et al. 2003). Overall, Americans consult clergy at a greater rate
than they seek assistance from psychiatrists, psychologists, physicians, marriage counselors,
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or social workers (Taylor, Ellison, Chatters, Levin, & Lincoln, 2000). Similarly, Weaver et
al. (2003) note that “surveys by the National Institute of Mental Health found that members
of the clergy were more likely than were psychologists and psychiatrists combined to have a
person with a mental health diagnosis from the Diagnostic and Statistical Manual of Mental
Disorders (III-R) come to them for assistance” (p. 5).

African Americans’ Preference to Consult Clergy for Mental Health Assistance
In the African American community, reliance on clergy for mental health care is
especially pronounced (Allen et al., 2009; Stansbury, 2011). Williams et al. (1999) note that,
“historically, African American churches have played a central role as …provider[s] of human
services” (p.1). Mattis et al. (2007) add, “The church has played a singularly important role in
meeting the psychological, economic, and sociopolitical needs of the African American
community” (p.1). Not surprisingly, Blank et al. (2002) found that “Black churches reported
providing many more [mental health and social services] than did White churches, regardless
of urban or rural location” (p.1668).
For many African Americans the clergy figure is the only person with whom contact
will be made regarding a mental health problem. Compared to Whites, African Americans
“more often rate spirituality as a determinant of help seeking and a desirable component of
treatment” (Snowden, 2001, p.185). Similarly, Millet et al., (1996) reported, “Black American
respondents rated spiritual factors as more important in the etiology and treatment of [mental
health problems] than did whites” (p. 1).
Regarding older adults, Stansbury (2011) notes that “studies on treatment-seeking
behaviors…indicate African American elders use the church and clergy to cope with mental
health challenges.” (p.298) Cheary (2002) found that strong religious faith and social support
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among older African Americans served as protective factors against certain mental health
problems such as suicidality. A survey administered to older African Americans (Dupree,
Watson, & Schneider, 2005) found that the respondents would prefer to receive mental health
assistance from a medical doctor or clergy member’s office than from a formal mental health
provider. Mattis et al. (2007) found that certain factors such as shame, as well as faith in the
character, sincerity, and skill sets of ministers, influenced African Americans’ preference to
take personal issues to the clergy. As shown in Chapter 2 of this dissertation, the commitment
exhibited by Black clergy in dealing with the mental health needs of their communities, and the
ongoing preference of African Americans to consult clergy for mental health assistance have
deep historical roots.
Theoretical Framework
The theoretical framework most appropriate for this study is role theory, which Biddle
(1986) refers to as “one of the most important features of social life, characteristic behavior
patterns or roles” (p.67). Biddle adds that “it explains roles by presuming that persons are
members of social positions and hold expectations for their own behaviors and those of other
persons” (p.67). In general, role theory suggests that individuals will behave differently
depending on the situation they are in and the expected patterns of behavior associated with
their position. In the case of clergy, it would be expected that the perception of their role
within the mental health service delivery system would be inextricably linked to the perception
of their role as religious leaders.
Barnes (2004) considers the development of role perception among clergy within a
theological context. The author (2004) discusses the “Priestly and Prophetic Dialectical
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Model”, suggesting that the provision of social services by the Black church depends on
whether the minister perceives himself as a priest (concerned only with spiritual obligations),
or as a prophet (concerned with economic and political empowerment as well the
maintenance of cultural and racial/ethnic identity).

Gaps in the Knowledge Base
Taylor et al. (2000) note that what is lacking in the literature “…is research that
identifies the type and quality of services provided; assesses clergy’s knowledge of available
professional mental health services within the community; and examines the counseling and
referral practices of Black clergy” (p. 80). The authors add, “Additional research examining
the interface between faith communities and formal service delivery is [also] needed” (p.80).
More recently, Taylor, Woodward, Chatters, Mattis, & Jackson (2011), when discussing the
need for additional studies into the role of clergy, stated “focused attention on the counseling
practices of clergy and their views regarding the orgins and solutions to a variety of life
difficulties would help clarify their decision-making processes and contribute to the
development of collaborative partnerships and referral relationships between clergy and health
and social service providers” (p. 247). Given the insights of Taylor and his colleagues, the
theoretical rationale of the present study is to generate new knowledge about mental health
service provision by clergy to African Americans, thereby taking a step towards filling the
significant gap in the literature.
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Chapter Summary
This chapter sought to lay the foundation for the current study by reviewing the extant
literature on mental health disparities, African American mental health and the role of clergy in
addressing African American mental health needs. It also laid out what is currently known
about mental health service provision by African American clergy and a key theoretical
framework within which their efforts can be understood. In general, the United States has long
witnessed disparities in health and mental health care between different demographic groups.
The reasons for these disparities have included social factors, geographic differences as well as
income levels, among other factors. In the case of African Americans, mental health disparities
have also been attributed to a long history of racial mistrust and exclusion. The mental health
needs of older adults in particular often go unnoticed and warrant special attention.
Americans have long looked to clergy as a resource for their mental health needs
and concerns. For African Americans, this has especially been the case due to a unique set
of historical and social factors. Still, researchers agree that “little is known” about the exact
nature of how clergy-- especially African American clergy—assist those who approach
them in need of mental health assistance. This study seeks to address this gap in the
knowledge base.
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CHAPTER FOUR: RESEARCH DESIGN AND METHODOLOGY
Introduction
This chapter provides an overview of the design and methodology of the current study,
and the philosophical perspectives that inform them. Regarding the social work dissertation,
Carey (2009, 2012) notes that [the document] must address ontology (the nature of social
reality), epistemology (the nature of knowledge), methodology (the ways in which a topic will
be investigated), and method (the techniques and procedures utilized to gather data). HesseBiber and Leavy (2011) refer to the above as the four dimensions of research, particularly
qualitative research. These interrelated themes are discussed below.

Philosophical Orientation of the Study
Ontological Assumptions of the Study
According to Carey (2012) ontology reflects “the nature of social reality and what the
researcher understands reality to be like” (p. 79). By attempting to study what is experienced
by others as “real”, social work researchers may ask questions such as “do older people
experience discrimination or what does life in a residential home actually mean to its
residents?” (p. 79). Miller (2013) adds that ontology allows us to ask “what is the nature of the
object to be known?” (p. 63). Hesse-Biber and Leavy (2011) note that ontology is a
“philosophical belief system about the nature of social reality--what can be known and how.
For example, is the social world patterned and predictable, or is the social world continually
being constructed through human interactions and rituals?” (p.4). According to the authors,
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these assumptions represent different perspectives, which may impact a researcher’s selection
of topic, formulation of research questions and strategies for conducting the research.
In the present study, the researcher assumes social reality is dynamic and constructed
on an ongoing basis by individuals, even though there are “truths” about the circumstances of
people’s lives that are not socially constructed or open to interpretation such as one’s health
status. The researcher assumes the nature of clergy mental health service provision is evolving
and best understood through the subjective accounts of clergy.
Epistemological Assumptions of the Study
Drisko (1997) advises social work researchers to state explicitly the philosophical
framework they are utilizing in their work. Similarly, Fossey, Harvey, McDermott, &
Davidson (2002) state that “mental health practitioners need to be knowledgeable across the
multiple paradigms and perspectives that inform an understanding of the biological,
psychological, social, cultural, ethical, and political dimensions of human lives” (p.717).
Specifically, one’s philosophical framework or orientation has to do with epistemology, which
is to say the theory of knowledge that specifies the limits of knowing and the conditions under
which we can learn about ourselves and the world around us (Carey, 2009; Willig, 2007).
Willig remarks that “[Epistemology] attempts to provide the answers to the questions, how,
and what, can we know?, which, [by nature] involves thinking about the nature of knowledge
itself, about its scope and about the validity and reliability of claims to knowledge” (p. 2).
Carey (2009) adds that “since social work research is linked directly to knowledge production
and enhancement (as indeed all research is), epistemology remains a key (if not inevitable)
component of any research process” (p. 50).
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Fossey et. al, (2002) describe three philosophical perspectives or research paradigms—
which they describe as a “system of ideas, or world view, used by a community of researchers
to generate knowledge” (p. 718): empirico-analytical, interpretive and critical. Others such as
Neuman (2006) refer to the positivist, interpretive and critical. Willing (2007) describes
Positivism, Empiricism, and Hypothetico-deductivism, as approaches and terms often used in
experimental psychology. According to Corby (2006), though, positivism and post-positivism,
interpretivism, critical theory, and post-modernism are the four theoretical paradigms which
have most influenced social work research. Therefore these four philosophical approaches are
briefly described below.
The positivist approach stems from the natural sciences and focuses on discovering
laws or truths. In the social sciences, this method is applied to the study of people and society,
usually through quantitative research methods (Carey, 2009; Fossey et al., 2002). Willig
(2007) adds that positivism suggests that there is an objective truth out there about the world
that can be ascertained. However, the author is sure to add that few scientists and researchers
today claim to be pure positivists. Post-positivism, according to Carey (2009), differs in two
respects: “it accepts that objectivity and truth within research can never be guaranteed” (p. 52),
and “concedes that social research cannot necessarily be value free—that is the beliefs,
opinions and prejudices held by researchers prior to undertaking their research will almost
certainly influence their findings” (p. 52).
The interpretive approach, stemming from hermeneutics, phenomenology and symbolic
interactionism, attempts to understand social life and cares about how people construct their
social meanings (Carey, 2009; Fossey et al., 2002). In referencing Donalek & Soldwisch
(2004), Chapman (2011) notes that “the goal of interpretivism is not to determine cause and
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effect, but to understand participants’ subjective experiences, how they experience daily life
and what they find relevant or meaningful in reference to the phenomenon of interest” (p. 42).
According to Carey (2009), “interpretivists reject any claim that researchers can objectively
predict the behavior of social actors or groups being studied. Conversely, a subjective personal
understanding of people and their interpretation of the ‘worlds around them’ becomes a goal”
(p.53).
The critical approach, rooted in Marxist, feminist and psychoanalytic theory, seeks to
uncover hidden truths that can empower and liberate people in the face of structural
oppression. According to Neuman (2006), the critical approach utilizes a mixture of
qualitative and quantitative research methodologies to uncover hidden data that may liberate
and empower people. Carey (2009) refers to social research conducted through the lens of
critical theory as a form of “political activity working either for or against the status quo”,
[which] should investigate, query, and critique established practices, institutions,
conventions, policy and traditions, if social injustices or forms of inequality are identified” (p.
56). Willig (2007) states that critical theory has been utilized to offer various critiques of
established epistemologies. For example, the author notes that during the 1960s and 1970s,
feminist scholars “drew attention to the fact that women had been largely invisible in social
scientific work” (p.5) and were found to be inferior in terms of development and intelligence
when they were studied.
Post-Modernism seeks to promote social diversity and use research to include voices
that had long been considered excluded. Carey (2009) notes this research paradigm has been
important to the social work profession in that there has been “an emphasis to appreciate
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previously excluded voices and opinions, including those of people with a disability, black
and ethnic minority groups, and older people and women, among others” (p. 60).
Given the researcher’s interest in clergy people’s subjective accounts of how they
attend to the needs of help seekers, the interpretive approach best informs the present study.
Accordingly, clergy were asked to describe how they perceive their own roles in mental health
service delivery.
Positionality of the Researcher
O’Connor (2004) writes:
“When a researcher undertakes research into his/her own ethnic group, issues of
positionality abound. These issues relate not only to the impact of inherent insider
positionality when interacting with study participants but also in the interpretation
and presentation of study findings” (p.169)
The researcher has lived in the community where the study takes place for almost thirty
years and holds numerous leadership positions within it (e.g., founder of a non-profit
organization). The researcher has earned B.S. and M.S.W. degrees in social work and was
the recipient of a pre-doctoral clinical fellowship from the Substance Abuse Mental Health
Service Administration (SAMHSA), which promotes mental health research in one’s own
ethnic minority community. While the researcher is Haitian American, she is of the same
race as the majority of the study participants.
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Research Design
Why a qualitative design?
As this study seeks to explore how clergy interpret their own behavior and understand
their pastoral duties, a qualitative design was the most logical approach. Merriam (2002) notes
that “if you want to understand a phenomenon, uncover the meaning a situation has for those
involved, or delineate process (how things happen) then a qualitative design would be most
appropriate (p.11). Similarly, Mack et al. (2005) state that “the strength of qualitative research
is its ability to provide complex textual descriptions of how people experience a given research
issue” (p.1), in addition to exploring a social phenomenon. In this instance, the researcher was
concerned with asking clergy to describe how they understand the mental health needs of their
community and what role, if any, they play. Qualitative research, then, seems well- suited to
explore the topic of the current study.

A Case Study Approach
This dissertation examined the reports of ten protestant clergy in Brooklyn with regards
to their roles in mental health service delivery and how they address the needs of help-seekers.
Merriam (2002) lists a minimum of eight commonly used approaches to conducting qualitative
research, including Case Study, which he states is “an intensive description and analysis of a
phenomenon or a social unit such as individual, group, institution, or community.” (p.8).
Additionally, Carey (2009) notes that a group case study can examine a small group of people
who “share something in common, such as having a collective status or similar experiences
regarding the fulfilment of a certain role” (p.92). The researcher believes a case study is the
best approach to convey the larger meaning of the data collected.
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Participants and Sampling
Participants included a purposive sample of clergy from the Coney Island section of
Brooklyn. While the study was primarily interested in the utilization of mental health services
by African Americans, the researcher did not only interview African American pastors
because many of the African Americans in the community belong to congregations where the
clergy person is of a different racial and ethnic background..
Purposive sampling entails grouping research participants according to preselected
criteria relevant to a particular research question and is considered “one of the most common
and effective approaches used in qualitative research “(Carey, 2012, p. 39; Mack et al.,
2005). Merriam (2002) states “since qualitative inquiry seeks to understand the meaning of a
phenomenon from the perspectives of the participants, it is important to select a sample from
which the most can be learned…this is called a purposive or purposeful sample” (p.12) In this
study, the researcher purposefully sampled clergy in the Coney Island section of Brooklyn as a
way to generate data about this group’s perceptions.. Still, there remain a few potential
disadvantages associated with purposive sampling. Having a small sample means the
significance of the results can be overstated. A small sample can also be prone to research
bias.
Study Setting
A world-renowned neighborhood known mainly for its amusement parks, Coney Island
is actually home to approximately 50,000 residents. The community wrestles with numerous
social problems even as several efforts have been underway seeking to ensure its more
prosperous future. In October 2012, Hurricane Sandy left a path of destruction, the effects of
which surely will be felt for years to come. Any discussion regarding the mental health seeking
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patterns of African American Coney Island residents must take into consideration the variety of
factors that shape the community and its development.
Regarding what constitutes community, Delgado and Humm-Delgado (2013) note that
“community, in many ways, represents a valid and meaningful social concept that has found a
prominent place in social work practice” (p.4). Still, the authors add, “it remains a concept that is
elusive and filled with both promise and pitfalls from a practice and research perspective” (p.4).
Similarly, Flint (2013) states that:
a ‘community’ is a construct, a model. We cannot see a whole community, we cannot
touch it, and we cannot directly experience it. More importantly, a community is not just
the people who are currently in it. A community probably already existed when all of its
current residents were not yet born, and it will likely continue to exist when all of the
people in it have left” (p.143).
Flint continues by adding that “anything we do in a community requires us to be familiar with its
people, its issues or problems, and its history (p. 143). Anthropologist Kenneth Pike’s (1954)
concepts of emic and etic as distinctive ways in which researchers can study a community, are
also helpful, particularly given that the researcher of the current study has lived in Coney Island
on and off for almost thirty years. While an emic perspective is concerned with how those
within a community view themselves, and an etic standpoint focuses more on the outsider or
scientific observer’s view (Lett, 2013). In the case of this dissertation, the researcher is in the
unique position of trying to describe the community on the one hand as a doctoral student and
researcher and on the other hand as a resident of the community at the time of this writing. This
is notwithstanding, of course, Anthropologist Clifford Geertz’s (1983) writings on local
knowledge, which state that “accounts of other peoples’ subjectivities can be built up without
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recourse to pretensions to more-than-normal capacities for ego effacement and fellow feeling”
(p.70). Geertz adds that “understanding the form and pressure of…natives’ inner lives is more
like grasping a proverb, catching an allusion, seeing a joke—or,…reading a poem—than it is like
achieving communion” (p.70). Given that the researcher is a member of the community and
operating from the intersection of the emic and etic perspectives, perhaps Geertz’s concern about
researchers’ inability to fully grasp the “symbol systems” of research participants is less
applicable than would otherwise be the case.
With regard to the Coney Island community, there are a few key initial indicators that
can potentially help shape an outsider’s understanding of daily goings-on in the neighborhood.
In the “State of New York City’s Housing and Neighborhoods,” published by The Furman
Center for Real Estate & Urban Policy in 2007, New York City communities were compared
against one other for various indicators of health, safety and wellness. According to the report,
Coney Island was the fifth-highest ranking neighborhood in all of New York City for foreignborn residents; the highest ranking neighborhood for income diversity ratio (despite the
neighborhood’s pervasive poverty, there are millionaires who live in the same zip code in a
gated community known as Seagate, right outside the area traditionally known as Coney Island
proper); the second highest ranking for index of housing price; the fifth lowest ranking for
populations of children and adults; the highest ranking for population of 65 years of age and
older; and the fifth highest ranking for vacant land area rate.
While the above rankings provide a cursory view of mostly facts and statistics, the
District Needs Assessment for Brooklyn Community Board 13, published in the summer of
2009, provides a more descriptive insight into the Coney Island community:
The high-rise structures of Western Coney Island, some of which are controlled by
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New York City Housing Authority are home to longtime residents of the peninsula, and some
feel uncertain about their roles in the development. The residents of the community, once
predominantly those of African-American and Puerto Rican descent, now include sizeable
populations of those from the Caribbean, South America, Mexico, Russia, Italy, among
others….There are many living in this area who strive to make do on funds below poverty
level…There is a high incidence of HIV-AIDS problems that remains relatively
silent…(p.12).

Coney Island as a community includes not only the physical landscape consisting of some forty
blocks, a boardwalk, and an amusement park, as well as high-rise buildings, homes, and parks,
but also a community of residents with a long history of wrestling with problems in the
neighborhood and advocating for their needs. These neighborhood members continually seek to
find their rightful place in a series of ongoing plans to revitalize the community. The area is
representative of the many inner-city neighborhoods around the United States with long histories
of urban decay, neglect and corruption. Over the years, a variety of socio-political phenomena,
such as segregation, displacement, and mass incarceration has affected the quality of life of lowincome residents of color as has happened elsewhere around the country. Existing social
problems include poverty, underemployment, underdevelopment, HIV, homelessness, and gun
violence. Yet, a mapping of the community’s assets and strengths includes local residents,
current and emerging leaders, local institutions, and informal community and neighborhood
organizations.
At the time of the study, a review of the community service directory published by the
Astella Development Corporation listed only one entry under “mental health counseling”: The
Jewish Board of Children and Family Services’ Coney Island Counseling Center. According to
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the directory, the center offers help to adults, age 18 and older, struggling with mental illness,
emotional and/or social problems. Specialized services include individual, couple, family and
group therapy, as well as evaluation [of behavioral problems], assessment and medication
management, available in English, Spanish and Russian. Additionally, Coney Island hospital has
both a behavioral health clinic and a psychiatric clinic, which provide both outpatient and
inpatient mental health care. Fortunately, for the children who reside in the community and
attend local schools, either a social worker or a psychologist works on site to address their needs
and make appropriate referrals. As of this writing, a number of other programs have emerged in
the aftermath of Hurricane Sandy and Coney Island residents now have at least five mental
health programs available to them.

Procedures
The researcher obtained a list of all of the Protestant churches in the neighborhood’s
zip code from the internet, after which a formal letter of introduction was mailed to the clergy
in the community (see Appendix A) and follow-up calls were made to schedule face-to-face
interviews. While approximately twenty clergy were contacted, only ten clergy chose to
participate in the interviews. The researcher believes that this 50% participation rate was
attributed to language barriers (i.e., some of the churches in the community are non-English
speaking) as well as the fact that some of the churches are comprised of both clergy and
members who do not live in the community and do not generally engage with local
stakeholders. Indeed, some of the church leaders who did not respond to the letter, only open
up once or twice a week for service and have little, if any, interaction with other community
members.
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The study was approved by the Columbia University Institutional Review Board (IRB)
(Appendix E). Participants were also given an informed consent form which included
information about the nature and purpose of the study, protection of confidentiality, voluntary
participation, and IRB representative contact information (Appendix B).

Data Collection & Analysis
Data was collected through individual interviews and the review of documents and
information on the websites of participants’ churches. For example one church stated on its
home page that it offers professional Christian pastoral counseling as well as individual and
marriage counseling or family therapy by appointment only. Others mentioned that the public
could inquire about counseling services.
The researcher met with each clergyperson at his or her respective church and
administered a brief demographic questionnaire, which included questions regarding
denomination affiliation, age, marital status, size of congregation, average salary of church
member, education level, and mental health training (see Appendix C). The researcher then
conducted an in-depth semi-structured interview, which was tape recorded and later transcribed
by two paid research assistants. All interviews were uninterrupted and lasted from one to two
hours, depending on the flow of the conversation and how long each clergy person took to
answer the various questions. The transcripts facilitated analysis of clergy person’s responses
and utilization of an inductive approach towards the data. The interview tapes were securely
stored in a locked file cabinet until they were destroyed during Hurricane Sandy on October 29,
2012. Hard copies of the transcripts, which were stored securely in a home office, were not
damaged.
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Carey (2012) notes that thematic analysis, which is one of the most common
approaches to analyzing qualitative data, consists of looking for emerging themes, relationships
and dynamics. Used regularly in social work research, this kind of data analysis includes six
steps: data collection, transcription of conversations, identification of themes and patterns
within the transcriptions, a “piecing together” of the themes to form a comprehensive picture of
participants’ collective experience, and building a valid argument for the development of each
theme, and applying the findings to social work practice (Carey 2012). In this study, the
researcher reviewed the transcribed data, created codes to categorize the common ideas
expressed by the participants, and created a list of emergent themes identified in the data.

Trustworthiness
In qualitative research, trustworthiness refers to the study’s validity and reliability,
namely the extent one’s findings are accurate and reflect the circumstances in which they were
collected. In order to ensure this, the researcher utilized investigator triangulation (i.e., a
process of using multiple investigators in the analysis of data), which consisted of having
another researcher review the interview transcripts and create a list of emergent themes. The
researcher then crosschecked that list with her own list. Guion, Diehl and McDonald (2011)
note that one of the benefits of investigator triangulation includes having increased confidence
in one’s research findings.
Chapter Summary
In this chapter the researcher provided an overview of the design and methodology of
the current study and the ontological and epistemological perspectives which inform the
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methods. The researcher also provided a rationale for the qualitative design and purposive
sampling.. The positionality of the researcher was also considered given her strong connections
to the community where the study took place. Data collection and analysis were also discussed.
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CHAPTER FIVE: RESULTS
Introduction
In the current study, the researcher explored the perceptions and practices of clergy
regarding how they address mental health concerns in their church communities. Semistructured interviews were conducted with a total of ten clergy and a one-page questionnaire
was also administered. In this chapter, a description of participants as well as a description of
the church and congregants is provided, followed by emergent themes which were identified in
the data. Quotations will be utilized as evidence of the similarities between the interviewees’
comments although they do not represent every single comment made by the study sample
about the various topics.

Study Sample Characteristics
The characteristics of the study sample are presented in Table 1. Of the ten participants,
nine were male and one was female, and their ages ranged from 43 to 75 years old. In terms of
race, six individuals identified as Black (including African American, Caribbean and African
immigrant), three as White and one as Latino. In terms of marital status, nine respondents were
married and one was single. With regards to education level, three individuals had accrued
college credits less than an Associate’s Degree, three had earned Master’s Degrees, two had
Bachelor’s Degrees and another two had Doctoral Degrees. Almost half of the sample had
received formal training and/or a certificate in mental health and/or substance abuse
counseling. In terms of denomination, the majority of the participants identified as
Pentecostal, while the next most common denominations were Baptist and Non-Denomination.
The other traditions, namely Lutheran, Seventh-Day Adventist and AME Zion were each
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represented by one respondent. Participants had served in the role of a clergy for as little as six
months or as long as almost forty years.

Table 1.
Study Sample Characteristics
Sex

Age Race

Marital
Status

Denomination

Highest
Education

Years a
Pastor?

Bachelor’s
Doctorate
1yr College
Master’s
Master’s

Mental
Health
Training?
Yes
Yes
No
No
Yes

1
2
3
4
5

Male
Male
Female
Male
Male

43
75
59
66
66

Black
Black
White
White
White

Single
Married
Married
Married
Married

6
7

Male
Male

44
47

Black
Black

Married
Married

8
9

Male
Male

62
73

Latino
Black

Married
Married

10 Male

44

Black

Married

Baptist
A.M.E. Zion
Pentecostal
Lutheran
NonDenominational
Pentecostal
NonDenominational
Pentecostal
Seventh-Day
Adventist
Baptist

Bachelor’s
Doctorate

No
Yes

5
14

30 credits
Master’s

No
No

27
32

60 credits

No

6 months

21
32
18
39
28

Description of Church and Congregants
Information about the clergy’s churches and their congregants are listed in Table 2. In
terms of the size of their congregations, most pastors have fewer than one hundred church
members, while one reported having as many as over two thousand. While the majority of
participants did not have paid employees at their church, three clergy members reported having
at least five members on the payroll. When asked about the average income of their church
members, clergy reported figures ranging from $25,000 to $75,000.
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Table 2.
Description of Church and Congregants
Participant
1
2
3
4
5
6
7
8
9
10

Number of Church Members
85
205
200
30
20
55
2300
63
146
40

Number of Paid
Employees of Church
0
5
0
0
6
0
6
0
0
0

Average Income of
Church Member
$30,000
$75,000
$37,500
$50,000
$20,000
$40,000
$40,000
$25,000
$75,000
$35,000

Emergent Themes and Sub-Themes
Four overarching themes emerged from the data after the researcher and her colleague
performed an in-depth reading and coding of the transcripts. They include: (1) beliefs about
pastoral role, (2) views on mental health need s, (3) views on mental health service delivery, and
(4) barriers to mental health service utilization. Each theme includes one or more sub-theme which
are presented in Table 3 and discussed below.

Table 3.
Emergent Themes and Sub-Themes
Theme

Sub-Themes

Beliefs about pastoral role

Importance of serving
community’s needs
Pastoral role as allencompassing
Importance of listening
Personal directive from God
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Mental health needs of African
Americans

Views on mental health
needs

Impact of community
problems on mental health
needs
Views on mental health
service delivery

Difference between pastoral
counseling and professional
mental health service delivery
Stigma

Barriers to mental health
service utilization

Cultural factors

Theme 1: Beliefs about pastoral role
The first theme considers the participants’ beliefs about their role as a clergy person. An
analysis of the data revealed that clergy believe that serving the community’s needs was an
inherent part of their role; that their role was essentially all-encompassing; that a personal
directive from God informs their role as a religious leader; and that listening to others is an
important function of their role. The subthemes are listed in Table 4.

Table 4.
Beliefs about pastoral role
Belief

Participant(s)

n

Importance of serving community’s needs

1; 3; 5

3

Pastoral role as all-encompassing

2; 6; 8; 9

4

Importance of listening

1; 2;7

3

Personal directive from God

3; 7; 10

3
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Importance of serving community’s needs
For clergy persons whose churches are in urban settings like Coney Island, it is not
surprising that many perceive their role as principally that of a community leader or activist, and
therefore view local residents and other stakeholders as the people whom they are obligated to
serve and advocate for. Many interviewees expressed a sense that their primary obligation as a
pastor was to be constantly in tune with the existing needs of the community. This is particularly
important because for some clergy, their obligation to meet the every-day needs of the
community seems to at times to be just as important as their spiritual obligations such as
preaching or religious instruction.

Participant 1 expressed how seriously he takes his duty to serve the community:
I differ from a lot of pastors because I believe that my role is more extensive than just in
the four walls of my congregation. So I believe that in order to be an effective, uh, pastor
you really have to be community minded and community involved and realize that, uh,
your ministry doesn't take place necessarily inside a building, but it takes place within a
community where it involves schools, uh, definitely the police department, um, but
businesses, uh, involves uh, every area in aspect of where people live, work, play. I can
tell politicians straight up when they’re wrong. I can tell police officers straight up when
they’re wrong and have no fear of anything as to how they will react. I speak on behalf of
the people. I make sure that people's um, concerns are met because I personally feel that
as a community leader you have to be interested in, concerned about, and enthusiastic
about that which interests, concerns and folks are enthusiastic about in the community
that you represent and if you don't have that then people don't want to hear anything you
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have to say.

Participant 3 echoed the sentiment of the previous clergy when she discussed the
importance of meeting the community’s needs to the pastoral role:

We are here to look over the community and not only to pray for the community, but to
visit and to meet the needs of people who need it...The state of the community is in crisis.
The people are looking for answers and need help in various aspects of their lives. We
[fellow clergy] answer to them. If we do not make the community our primary concern
then we become irrelevant. If you have a church in a certain community, then your
obligation must to be that community first and foremost.

Participant 5 specified that both the church as an institution and the pastor as an individual have
obligation to address community concerns:

I believe that the church really needs to affect its community. It is not there to be a “bless
me” club where some people just come on Sunday to pat each other on the back and get
encouraged and all that and say how holy we are. Our responsibility as a church and my
role as a pastor is to serve the community. My goal is that if the church is ever not here
anymore for some reason that we would be missed by the community. If we can get to
that place, then we know we obtained success.

Pastoral role as all-encompassing

A

Another sub-theme identified in the transcripts was the extent to which participants
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believed their role as pastors were inherently all-encompassing and not limited to religious
duties. Instead of viewing themselves only as religious leaders, they self-identified as multitasked caregivers who also serve as teacher, counselor, marriage therapist, parole officer, social
worker, and conflict mediator. Participant 2 offered a detailed view of the multitasking aspect
of his role as a pastor:

A pastor in the Methodist church is also not only to save-to preach, to save souls, it is
also, uh, you have to attend to the sick, you have to visit them, then you commune with
those that are shut in, and also we have a duty of whenever one of our people are in
trouble we go to their rescue, whatever it maybe. Whether its fire, or they are burnt out,
or have trouble with their children, we go and help in some way. And sometimes we
influence the officials to help us to eradicate whatever the situation might be. Such as an
example-we had a young man once that was not on any kind of dope or whatever, but
happened to be in the crowd and got picked with the crowd. I then had to go down there
and kind of prove to them that this young man is not that kind of person that happened to
be with his friend. These are things that happen, and also sometime I have to counsel
people that have problem with their spouse, I have to counsel them, and I counsel also
those who are going to get married, and my is to also to comfort those who have lost
their loved ones. And there are times when we work to get jobs-help to get jobs for our
parishioners, not only for the parishioners here, but also in the community which has
become necessity. Counseling people, even for those that are not members of the church.
We are here for the whole community, not just for some, but the whole community.
There are people when they come here for food, and we give them money for food. Or, I
have a group that will go out and buy food and give it to them to help them along.
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Participant 6 also alluded to the range of human needs which he often addresses in his
capacity as a clergy person:

Well, essentially my role is all-encompassing, it's almost like you're Jack of all trade.
Whatever the needs are, you are supposed to be, you know cater to those needs
whether it’s mental, whether it's emotional, what and where the needs are, people have
had some people gone through frustrations in their lives because of some pressure that
now is conflict. Conflict of the job, and all of these things you have to the call on the
pastor to intervene and also you counsel and also you left them up in prayer.
Other respondents shared views so similar to their colleagues that at times it was verbatim:
We do everything, besides preaching, we do recitations… I do counseling, I perform
marriage ceremonies, I do funerals, I do christening of babies, work with the youth, so,
we do all kind of... visit the sick in the hospital, at home, so, I guess that's probably our
duties. I say that a pastor has one hundred hats, in other words, like more than a
hundred functions you know, some here some there- there's a lot of things that we do.
(Participant 8)

My duty as a pastor is all-encompassing. Preaching on a scale of 1-10 is like 3 or 4. But
my job is to be a friend to every member of the church, from the smallest child to the
oldest person. I should be able to know them, but I can only know them by talking with
them. And when a person comes in, and you shake their hand and you say 'how are
you', and they say, 'well, not too bad or not so good', you're going to find that person,
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sometime to find why it isn't it so good, and you may discover that things are happening
in the home that needs your attention. You as a pastor, young people are dating. You
ought to make sure that you guide them in the proper way of friendship, relationship, in
that some people once they begin to date, they think intimacy. As a pastor I must guide
them or lead them away from that so that they can make good and lasting relationship
as they move into courtship and marriage. I should be there for people who lost loved
ones, even before their loved one die, I should be there with them in the hospital,
wherever the loved one is. After the death, the pastor should be there for those things.
There are many other duties, you know like if there is no church building, to build it,
but those are to me keeping people mentally and spiritually healthy is a main focus of
the pastor. (Participant 9)

Importance of listening
The importance of listening was identified as another sub-theme in the data. When
discussing their pastoral role, many interviewees expressed the belief that the art of listening is
one of the most important duties of a clergy person. For example, Participant 1 stated:

Well there's three things that I go by it's the three L's, uh, one thing my job really calls
for is first listening, secondly after listening, uh, learning, after learning then leading. So
it's always listening, learning, leading, leading, uh, as to people in general. But the most
important of them is listening because without it you can’t learn or lead. You also can’t
fulfill your obligations as a pastor if you’re not listening to everyone around you and
what they have to say.
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Participant 2 also stressed the importance of listening as it pertains to his pastoral role.
According to him:
As a pastor your first job is to listen to people more than you tell them anything. Let them
tell you their situation because you don’t know their problems. You don’t know how they
really feel. Some people out there try to tell others what they should do, but first you got
to listen and see what brought them to this place, to the encounter with you, to the doors
of your church. Listen to their words and then you will be able to think about how you
might be able to help them.

Participant 7’s remarks echoed that of his colleagues as he also emphasized why listening to
others is important to him as a clergy person.

In terms of first impressions, people want to know are we listening to them. Are we
paying attention to their needs or just thinking about ourselves. I can’t emphasize
enough how important it is for clergy to listen, even if it means spending a long time
without talking and just letting people explain what they need and what they are going
through. If you don’t listen then you can’t help and helping is the main job of being a
man of God.

Personal directive from God
While it is not uncommon to hear a religious leader express a type of “calling” to explain
how they came into the ministry and became faith leaders, study participants added that a
personal directive from God continues to be the guiding force for many of their day-to- day
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decision-making and problem-solving. Participant 3 was one of the first respondents to mention
what she experiences as a personal directive from God.

First thing, our direction comes from God. So prayer is essential and our direction also
comes from the scriptures, which is full council of the word from God. So I have to study
the scriptures. So that is a major… if that is bypassed, I’m just operating any business or
any corporation. But because it’s based on the word of God and it’s based on prayer,
which is speaking to God and having God speak back, this is primary. With that, our
commission is to preach the gospel to the world. In doing so, we tend to the people that
are hungry, the people that are naked- the people so to speak. That direction from God is
important with the work that I do every single day.

The comments from Participant 3 highlight a view expressed by other clergy, which is
that the directive that one feels from God is what informs all other aspects of one’s pastoral
role, such as service to the community and addressing the multi-layered needs of individuals.
Participant 7 also expressed the importance of having a directive from God and added that it
is also his responsibility to share the direction that he receives with the community so that
they too can also be led by God.

I personally feel that as a pastor, we should be completely led by God. That’s the one
who called us, that’s our inspiration, that’s our source of direction, because when we
talk about spirituality, it’s not democracy, it’s theocracy. You know, democracy is
simply all in favor let it be known by saying “I”, but if we’re talking about theocracy,
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theocratic ministry, that means that we get our inspiration from God, the holy spirit, and
we share with the people. Now it’s our responsibilities as pastors to make sure that we
stay in prayer, we stay in connection with God, that we have time also to have our
minds clear, so that I know for sure I’m getting my direction from God. Now, then it’s
my responsibility as a pastor to teach this to the people- what is the direction for our
community. So again, we get it from God, our direction from God, and then as the
priest, we share that vision with the people and help lead the people and serve the
people with that direction that we receive from God.

Participant 10 offered his own personal testimonial of how he came into the church as and also
discussed why his calling from God informs all aspects of his pastoral duties.

I was inspired to start preaching the word of God about twelve years ago. At the time
my life, I was not where I wanted to be in my life, and I, I needed some type of
foundation, something to keep me grounded. And so it was the church, you know, so I
sought out the church and it was there and going to church and listening to the word of
God that gave me a foundation, stability in my life. And so in doing so, and the more I
begin to study the word of God, the more I feel I had a calling placed on my life. And
so I started heeding to the call of God. And so that was back in, I would say about '98,
'97, and it wasn't until 1999 that I was licensed into the ministry. Since then that calling
has been the foundation of everything I do as a pastor including everything that I
mentioned to you that I do on a regular basis.
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Theme 2: Views on mental health needs
The second theme identified in the data was the participants’ views on mental health
needs. The respondents expressed views on the mental health needs of African Americans as
well as the impact of neighborhood stressors on community mental health needs. The
subthemes are listed in Table 5.

Table 5.
Views on Mental Health Needs
View

Participant (s)

n

Mental health needs of African Americans

1;2;7

3

Impact of community problems on
mental health needs

3;4;10

3

Mental health needs of African Americans
As the current study was primarily concerned with the mental health of African
Americans and to what extent they have been able to receive mental health assistance in their
community by clergy, it is important to consider the participants’ perceptions regarding the
particular mental health needs of the African American community. Participant 7 expressed
views which were shared by many of his peers.

You know, being African American myself, I can address how African Americans deal
with mental health issues…first of all, as African Americans, we really haven’t been
taught to express emotions like other cultures. Like I said, I deal with diversity. I have
friends of all nationalities. My Italian friends even today- I had to get used to it – when
they send you e-mails, they hug you and give you a kiss. You know what I’m saying?
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That’s something as African American, we just didn’t do that. We shook hands or
whatever and give a pound or something like that. Even if it was a hug it was a long
distance hug. So we really haven’t been taught to express our emotions. I think the root
where it comes from- I really can’t tell you, but I know that it’s been a tradition of the
African American male not to really know how to express emotion. Even with our
females, although women, African American women do get to display friendship more
than males. You could see two ladies holding hands in the mall and it has nothing to do
with their sexual preference, it’s just that they’re girlfriends. It’s a difference.

He later conveyed the importance of looking to history to help understand some of the issues
currently present in the Black community.

Well, in the African American community, you know, I believe it goes back to
plantation, slavery time when we weren’t really allowed to assemble to express anything,
without, you know there being some repercussions. When we look at our religious
history in the church, in the African American church, many of the hymns that we sing
were actually secret messages, you know “Steal Away” and things like that. And so it
was that preacher, that pastor that was a source of guidance even for people on the
plantation. Now, he didn’t go to theology, he didn’t have any degrees and that’s where I
go back to when I say that again I believe that even today with all the education we can
have, that we still have rely on God as our source because if was able to take those
uneducated pastors on the plantation, inspire them to motivate people to believe that
change is going to come, that their freedom was going to come, that we can do the same
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thing today with us, and let’s not get so involved with information that we forget about
revelation. So, I believe that it started there, and because that’s the only source they had
to go to. They couldn’t go to anyone else, even on the plantation, you know, the
plantation owners, had more leniency toward the preachers because he was a spiritual
leader. They didn’t think for one minute that he was a person that was going to bring
about revolt or whatever, because you know even our nation is founded on one nation
under God, and things like that. So, even with the things that they did that was wrong
they still had a belief and fear in God. So I think that was something that was bred in us it
continued from one generation to another generation to generation to generation.

Participant 1 also expressed concern about the mental health needs of African
Americans, stating:

I believe that paying attention to the mental health needs of African Americans is
important and that there are needs that have to be addressed and should be addressed. I
really feel that African Americans should [provide] the counseling too, but in general we
[African Americans] need mental health counseling ourselves.

Participant 2 expressed concern that the mental health needs of African American children and
whether or not non-minority providers are able to adequately relate to them and serve them as
effectively as possible.

Even in the institutions, where we have our foster children, most of those foster children
are Black and Puerto Rican…and one bad part about it is that the people who work in
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these institutions don’t even have children, so they don’t know anything about children,
and they certainly don’t know anything about Black children. They don’t know anything
about how Blacks survived through their lifetime because they’re from a family where
they went to college, they have degrees, and they think they know everything by a book,
but everything is not in a book. Some things have to come from mommy and daddy. So
this mental condition is something that really needs to be dealt with.

Impact of community problems on mental health needs

Participants in the study discussed the impact of community problems such as poverty,
drugs, and crime on the mental health of community members. While clergy members did
acknowledge the individual psychological issues which may propel help-seekers in search of
mental health services, the interviewees also made multiple connections between the larger
social problems which are manifested in the community and the mental health problems
experienced by those that they serve.

In speaking about the mental health needs of the local community, Participant 3 noted:

A lot of these mental health issues are due to the crippling effects of drugs and
alcohol. Second to that, we have men that are broken in their spirit who are being
recycled in prison or through programs and they cannot get a grip on reality. Mothers
with children that are rebellious, grandmothers who are raising their grandchildren
because their own children have departed from all sanity with drugs.
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Participant 4, who has seen the community over several decades, offered his observations of
long-standing social problems.

Since the 1950s until now, there has been a lot of violence and a lot of drugs. The
community has been reaping the effects of this for a while and it’s just a hurtful and a
messy kind of thing. There are a lot of mental ill people on the streets and I have a
theory that in the 1970s New York State helped empty Kings County hospital and
various other mental hospitals and planted people in the community with various
mental problems. They’re all over Coney Island. I believe all of these community
issues affect everyone’s mental health.

Participant 10 offered additional insight into the neighborhood problems which are prevalent
in the community and how it may impact the mental health status of local residents.

I am very much concerned about the mental of Coney Island. I believe that each
community has its own character. I noticed that when I came to Coney Island. And
Coney Island has its own character. It’s separate from the rest of Brooklyn. It’s
actually a little island all by itself. And I think that mentally, if everybody was correct
mentally, if everybody had the right positive attitude that the community could
flourish, and I believe it can. I believe that mentally it is necessary for us to have a
right attitude, you know, as we face the different things in our community. But there
are so many issues here: crime, violence, drugs, isolation. If I’m not mistaken, I
believe that here in Coney Island you have more grandparents raising their grandkids
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more than any part of Brooklyn. Then there’s not enough affordable housing. Not
enough senior housing. People are struggling to pay rent and keep groceries on the
table. All of these things affect a community and add stress to people’s mental
situation.

Theme 3: Views on Mental Health Service Delivery
The third theme which emerged from the data was the interviewees’ views on mental
health service delivery. Clergy in the study discussed differences between pastoral counseling
and professional mental health services. The sub-theme is listed in Table 6.

Table 6
Views on Mental Health Service Delivery
Views
Difference between pastoral counseling and
professional mental health services

Participant (s)

n

1; 2; 3; 5; 7; 10

6

Differences between pastoral counseling and professional mental health services
While a majority of study participants reported that they do address the mental health
concerns of help-seekers, they also acknowledged that their efforts are different than what
would be offered by a professional mental health provider. For example, Participant 1 stated:

I believe that every person in the professional field needs to know their place and stay
in it. So I’m not a medical doctor and I can’t give you, uh, I cannot prescribe medicine
or, uh, diagnose your condition. I’m not a professional in that arena but I’m learning
how to perfect my trade in what I do and yes it involves counseling all the time
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because most people literally want me to give them an answer. But I tell folks, know
your place and stay in it. Don’t try to go outside of your arena because then the
element of trust is broken. So when it comes to sickness and death—really grief and
separation that is where my training ground is really strong in because that’s under
pastoral care. But dealing with individuals just on other levels. That’s why I do the
referral piece because I want people to know there are others trained to deal with those
situations and that they can help them better than I can.

Similarly, Participant 2 stated:
There is nothing wrong with doctors. God put the doctors here. We need
psychologists. Even people that deal with pain—we need those people. They know
more than we do. You know what I mean? I can preach, but it’s about the soul. There
are other parts of the body that need to be taken cared of also. The only way to do that
is by getting professional help.

Although Participant 3 stated early in the interview that she does offer address the
mental health needs of help-seekers in her congregation, she later specified:

First of all, I don’t counsel, because I’m not a qualified counselor. I will talk to people
and I make that very clear. I understand that people need medication and people need
doctors and psychiatrists. We do not handle anything where we feel that there is a life
and death issue, or anything that could result in a suicide or anything like that. So if
people are mentally sick we will send them to someone else.
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Pastor 5 stated also explained the difference between his role and that of a professional:

I’m not a psychiatrist; I’m not a medical doctor. I’m a minister with answers. I can do
what I know works and what I know works is Christ in you and the hope of glory. So
I will try to do what I can do. But if someone comes up to me and say I tried to kill
myself yesterday I would sit and tell them “you need professional help.” Right off the
bat you need to tell them they need to get professional help.

While most of the clergy mentioned they are not professional mental health
counselors, Pastor 10 sought to elaborate on the key differences between religious leaders and
formal mental health providers:

I believe as a pastor, you know, I can’t speak for all pastors, I believe as a pastor,
depending on the type of the psychological problems that a person might be
experiencing, that they, some may need real professional help. When I say
professional help—that person might be schizophrenic, a person that might need
medication for some type of mental disorder. There’s not much a pastor can do. They
would have to seek medical help, you know. But as far as someone’s emotional needs,
I think that regardless of who someone might be, I think that everybody needs to be
built up spiritually on the inside and in a way where they feel they have some type of
self-worth. So my primary duty is to build up individuals spiritually and bring them
into God’s fold.
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While many of the clergy discussed the role of a professional mental health provider,
Participant 7 also elaborated on what sets him apart as a Christian counselor.

I’m certified in Christian counseling, and so, you know, through scriptures and words of
encouragement to show them through the word of God that you know- listen. Just
different scriptures just to encourage them, and it were able to get them to a place that
they had that motivation that they needed to get all the weight sort of lifted off. A lot of
times people just need to vent, you know, need somebody to talk to because if you can’t
express your thoughts and they’re constantly on your mind then you get overwhelmed,
and that’s where it becomes a mental issue. Everything in my mind that’s not being
expressed through speech or just whatever, if I’m locking it in my mind then that’s
definitely an issue- you know mentally. And so I believe even as a Christian counselor
that God is holistic- he deals with the whole man. He deals with the mind, body and soul.
So, that’s what we teach here. Not only do we grow spiritually, but we take care of
ourselves physically and mentally.

Theme 4: Barriers to Mental Health Service Utilization
The fourth theme which emerged from the data was barriers to mental health service
utilization. Study participants discussed some of the issues which prevent individuals from
receiving mental health assistance. The sub-themes are listed in Table 7.
Table 7.
Barriers to Mental Health Service Utilization
Barrier
Participant

n

Stigma

1; 2

2

Cultural factors

6; 9

2
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Stigma
Participants in the study acknowledged that there is stigma associated with discussing
mental health in the community as well as in the church. As Participant 1 noted:

[People] must understand that the subject of this topic is not heard of in the church.
It’s not discussed. There are not workshops or facilitators that teach on it that is
accepted within a church dealing with mental health, um, mental hygiene, or even
substance abuse…I’ve had several members leave due to the fact that I was able to
identify that they needed that type of help and they felt ashamed. The shame is real.

Participant 2 also addressed the issue with a hint of exasperation, noting:

We need to hear more about mental health in the community although people don’t
want to hear about it. I see too many problems with our children. I see too many
problems with husbands and wives—they actually think they’re not in a mental
situations, but when you start looking into it—what they’re doing and their reaction. I
believe that every man that get married shouldn’t have to fight his wife. I believe that.
I never believed in fighting. I will not hit my wife. I will not do it and I am 75 years
old. They will say that it’s not a mental condition but what is that? But ask them to
talk about it and they won’t. There’s too much stigma and people sometimes are just
in denial.
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Cultural Factors
Cultural factors were also noted as a barrier to obtaining proper care for one’s
mental health needs. Participant 6, whose congregation is mostly from Nigeria, stated:

Most of the time people would come to me for help but I would not categorize them as
mental needs per se because of the cultural value or the cultural attitude. I mean a lot
of people from Nigeria would not literally admit to having any mental issues. A lot of
people have had incidents where somebody loses a family member they know in
Nigeria and they are grieving and they are very depressed and you have to console
them for them to pick themselves up. A lot of it has to do with the cultural attitude of
people. They still want to act strong and don’t want to admit. That’s the cultural and
spiritual attitude of all the people. They need the help but our culture wouldn’t call it
“mental health” because we don’t believe in calling our problems “mental”. So people
would not respond to that if you ask them if they need help.

Similarly, Participant 9, whose church members are mostly from the Caribbean,
offered similar remarks on the subject:

There are people who are here in America who are West Indians, and they are trying to
bring up their children—their American children by West Indian standards. I have to be
able to get in there and pacify the parents, let them know the time when you used to tell
your children you have to be in by six o'clock, that's when they were growing up. You
know, you can't do that now. There was a time when people who came from away--the
husband gives all the money over, hanging the pictures on the wall, fix the stove, etc.
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Today women are doing those things, and as a result, men are losing their footing as the
boss of the home, as the king. You know, we like to be treated like a king as West
Indian men. And those are most of the people in the churches that I've pastored. Now
you see why there’s a cultural difference. And as a pastor, I have to be prepared to step
in and squash whatever quarrel is going on in the home, because most of the quarrels in
homes today are for control. But [West Indians] realize that the culture here is different
than the culture back home. Most of our people don’t really believe in counseling or
therapy but they would speak to me about their problems. But if you say “mental
health” or “counseling”, it might scare them off and they might think to themselves it’s
just an American thing.

Findings to Research Questions
Four research questions were established to explore clergy’s perceptions regarding their
role in mental health service delivery and their patterns of assistance:
1. How do clergy perceive their role in the mental health service delivery system?
2. How and in what ways do clergy decide whether or not to address the mental health
needs of an individual?
3. What types of mental health services do clergy report offering to help-seekers?
4. According to clergy report, which groups in the community have a higher rate of mental
health help-seeking?
5. How often do clergy report communicating with formal mental health providers as a
means to assist help-seekers?
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Research Question 1
In terms of how clergy perceive their role in the delivery of mental health services, their
views ranged from believing that they have no role to play because it is not part of their job or
consistent with their cultural beliefs, to believing that their role is to either directly provide
mental health care to help-seekers or at least facilitate access to services. The majority of the
sample—eight out of ten—expressed the latter, with many clergy specifying an actual percentage
of their role which they believe is spent to address the mental health concerns of help-seekers.
For example, two respondents stated that 50% of their role as a pastor has to do with attending to
the mental health needs of others.

Participant 7 began by stating that he probably spends 50% of his time but soon admitted
that it might be more:
Mental health wise I would say that it’s almost fifty percent [of my role]…When I say
fifty percent , you’re either dealing with the person’s- when people come for counseling
you’re either dealing with economic or social issues. I would say twenty-five and
twenty-five, so that makes fifty percent. Then the other fifty percent is emotional; some
may be mental. When I say mental, because emotional could be just, I’m feeling sad,
I’m feeling depressed, or I need someone just to encourage me. But when we talk about
mental- if someone is dealing with some mental issues where I feel they need to seek
psychiatric counseling and things like that, then I direct them in that area.
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Participant 9 offered a similar response:

About fifty percent of the time, we deal with mental issues and social issues. When a
husband and wife are not speaking, children, they're having problems with their parents
because as the generation turns you find... you take a church like, churches where we
are, there are people who are here are American, who are West Indians, and they are
trying to bring up their children.

In talking about their roles, other clergy expressed that they are in fact dealing with
mental health concerns 100% of the time. For example, Participant 1 stated:

One hundred percent of my role deals with addressing mental health believe it or not,
uh, I believe that it is foremost, um. It is priority to understand that that is the subject of
the topic that is not heard of in the church. It's not discussed. There are not workshops or
facilitators that teach on it that is excepted within a church dealing with mental health,
um, mental hygiene, um, dealing with substance abuse, um, all of us have issues and
challenges and I may not know what they all are an I may not be able to identify certain
signs, but yes there are some signs and yes there are some things that are very prevalent
and very, uh, focused upon that I can address... I see my role, uh, really as being that
kind of an extension, uh, is ministry without walls, it is ministry that's not confined in a
box.

Similarly, Participant 3 responded:
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One hundred percent of my role has to do with addressing the emotional,
psychological and mental health needs of people, because we as clergy receive our
help in those areas from the word of God and through prayer.
For the majority of the sample, clergy perceive their role in mental health service delivery
as being a provider of counseling to individuals in need, and also being a liaison to outside
services. However, as noted earlier, two respondents suggested that their role in mental health
service delivery is non-existent. Participant 4 expressed that if his congregants had mental health
needs, they would most likely not want help from him but from a professional mental health
provider. He stated:

Your question on mental health and whether people need counseling. I don’t know what,
but my experience is they do not. Um..the people I know who receive mental health kind
of counseling are more ready to take it from a person, um, in the many [outside]
professions.
The second respondent with similar views about his role had a different reason. Participant 6,
conveyed that he and his congregants did not believe in mental health services per se. He stated:
Most of the time, people come to you and ah, I would not categorize them as mental
per-se, because of the cultural value for the cultural attitude. I mean, a lot of people
from Nigeria would not literally admit to having a mental [issue] or having mental
health needs.
When asked by the researcher if one of his congregants has ever had an issue for
which he may have needed to refer that person for outside counseling, he stated:
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Nah, I haven’t had an incident like that. Like I said, that also has to do with the cultural
attitude of a lot of people. They’re very strong even when they umm, there’s an issue
there and people still want to act strong, they don't want to admit that they have a
problem and also we are very spiritual, we’re a very spiritual church also and that’s why
sometimes you have to tell people to be real with themselves sometimes ‘cause it’s just
like when you are talking to someone, someone is feeling weak and then you say how
you doing brother, or how you doing sister? And then to say I am feeling strong. They
make that confession in the scripture although the body feels weak, they saying I’m
feeling strong. So because they don’t want to confess, you know the negative. That’s the
cultural and spiritual attitude all the people.
The varying responses from the participants provide much insight into how clergy perceive
their role in addressing the mental health concerns of help-seekers. Although the majority of the
sample suggested that they are actively involved in attending to the needs of help-seekers they
may encounter, the responses from the other clergy suggest that race, ethnicity and culture also
affect how religious leaders perceive their roles.
Research Question 2
In terms of how and in what ways clergy decide whether or not to address the mental
health needs of an individual, the responses from the sample included a combination of clergy
observation of mental health needs and help-seekers’ request for assistance. Participants gave
examples of addressing a person’s mental health status based on their own identification of need,
and also described situations where they were asked explicitly for help. Participant 1 gave
examples of both scenarios. First he stated:
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I’ve had several members leave the church due to the fact that I was able to identify that
they needed mental health help. As a result I wasn’t personally able to help them but I
wanted to see them get some help. There were several people in particular; they were
having major issues with drinking which was evident based on the way they presented
themselves. Whether it was the smell of alcohol or you can actually sense a smell
coming out of their pores, their behavior and so forth, I was able to identify certain signs.
So, uh, I looked at it and then talked with some family members to see if there really was
an issue or problems that needs to be addressed and they were very shocked that I was
able to pick up on it but very welcoming to say yes please do something to help us and in
turn I had conversations with them to let them know to let them know it's okay, you know
,all of us have issues and problems, all of us. And I used the word addiction so that they
can use it too and I would be able to identify with them that the addictions come on all
kinds of levels it does not have to be drugs, it does not have to be alcohol, it could be just
an addiction to the television or an addiction to the telephone or an addiction to anything
that goes in excess of, that you just can't let go. And in doing so and conversing with
them, they took it personally and thought that because I knew, they could no longer be
here in the church. They thought that by continuing to come to the church and sitting in
the pews and having me know what was going, it would make them feel uncomfortable.
But that's not a reason to leave; it’s a reason to all the more to stay because you can get
help.
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According to Participant 1, despite those instances of people becoming uncomfortable
because he was able to identify a need, he is actually asked for help on a regular basis.
Elsewhere in interview he noted:

Sometimes it’s people that are asking for help. Yesterday I received 18 phone calls for
help and 9 out of the 18--half of my calls, were dealing with issues that could be
classified as mental health and also dealing with substance abuse. Most of the time
people are bringing their mental health issues to my attention before I can address it with
them.

Research Question 3
Regarding the types of mental health services offered to help-seekers, responses from
clergy included that they provide direct counseling or make referrals as appropriate, especially
when they believe that the situation requires a more formalized type of expertise. Participant 2
was one of many respondents who reported delivering direct counseling to those in need.
I am here for counseling people, even for those that are not members of the church. We
are here for the whole community, not just for some, but the whole community. There are
people when they come here for food, and we give them money for food. Or, I have a
group that will go out and buy food and give it to them to help them along…“I do more
than just counsel people for marriage. I counsel people that are a in certain condition. We
have our members that have problems within their family. Then I have to counsel them
and help them to get the help that they need to deal with their children that have mental
problems or mental problems in their families, so that’s where I come in. Our counsel is
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not the kind that causes me to get into trouble. I will ask questions like “what is your
problem, what’s depressing you more? What brought you to this- doing whatever you
doing?” And from that I would go in deeper.… For instance they would say, “my
husband brought the substance into my house started me on it”. Well, after talking to
them and helping them realize that they’re wrong, they know that.

Participant 7 also described his direct contact with help-seekers:

Well, as it relates to the mental health, psychological or emotional, that’s on a personto-person basis. As a pastor, you’re available. If a person is going through something
emotionally, or if they’re going through something mentally, even in their home familywise, then they’ll make an appointment. So, you’re just available if that need arises. You
know you have other things you have to address- social, economical… so you’re just
there for whatever need arises. It’s a person to person basis.”…“It all depends on the
mental health need. I have dealt with cases where people were paranoid, where people
might have been bipolar, or where people have even been schizophrenic. So each
situation is different, but I’ve dealt with people like that, so depending on how severe it
is if they’re not a threat to themselves or their family, and they have time to seek out
psychiatric counseling, or if I feel like they’re a threat to themselves or their family,
then we have to call the police or the EMS, and have them take them to the hospital. So
it all depends.

Others displayed more caution about assuming the full role of a professional mental health
provider. For example, Participant 8 stated:
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Ok, I'm not a professional counselor per se, ok, I'm only a counseling pastor, ok? So
most of the time I try to talk to them about how God can help them, ok, and I listen to
what the problem is, you know. In fact, if I can give them a input, input on how to solve
the problem, because sometime the problem is not as big as they say, you know, it's
something simple that you can solve, you know. But if it's a real severe problem, you
know, that I know because I know my limitation, I know how far I can go- if I go to the
limit and I cannot cross over that line, then the next step is to refer them to a
professional.

Similarly, Participant 10 noted:

I believe as a pastor, you know, and I can't speak for all pastors, I believe as a pastor,
depending on the type of psychological problem that a person might be experiencing,
that they, some may need really professional help. When I say professional help that a
person that might be schizophrenic, a person that might need medication for some type
of mental disorder. There’s not much a pastor can do- they would have to seek medical
help, you know. But as far as someone's emotional needs, I think that, or individual, I
think regardless of whom they may be, I think everybody needs to be built up spiritually
on the inside and in a way where they feel they have some type of self-worth since
there's a time in life where we might suffer low self-esteem, lack of confidence, poor
perception of themselves in the community, you know and I think they need to be built
up.
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Overall, most participants in the study reported that they offer assistance to helpseekers in the community in the form of direct counseling or referrals for more specialized
care. Some clergy, like Participant 2, admitted to using religion as part of their counseling
efforts, when deemed appropriate. He stated “Yes, there are times I use religion if I feel the
person understands what religion or Christianity really is. I only insert religion based on
their background”. The pastors seemed to generally believe that whether or not they
perceive themselves as counselors per say, they should still offer some level of assistance to
those who are requiring mental health assistance.

Research Question 4
In terms of the participants’ report on which groups in the community have a higher rate
of help-seeking for mental health care, responses varied as clergy shared anecdotes of single
mothers, grand-parents, couples, the formerly incarcerated and others. Participant 1 emphasized
the needs of parents raising adolescents:
Well, there's several challenges with young people, uh, in homes, with their parents, um
where in the parents gotten to a point that they have lost control and the child is out of
control and uh most times it's single parent homes uh but believe it or not, I even have
two or three that have called where both parents have finally ready to give up. Most
times it's with the male child uh but sometimes it's the females, I get more males than
females, uh but yet it's where young people are really getting totally out of control, um
that's a lot that I receive based upon just families in general.
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Similarly, Participant 7 highlighted a clear example of issues faced by single mothers:

I’m trying to think- there have been times where I have had single parents, a single
mother who will come in just overwhelmed with raising kids, working two jobs, and just
trying to maintain anything just to a point that they felt burned out. I’ve had some
approach me that way and it didn’t get to the extreme where it prevented them from
going about their daily life, but it was close to it where the person really felt like they
were in a rut, and almost to the point where they didn’t want to get up, they didn’t want
to go to work- they just didn’t want to deal with the kids. But we were able to deal with
them, you know, through scriptures.

Participant 2 described issues facing married couples who have come to him for help, stating:

Well most of the time it’s the mother or father, and something it’s newlyweds who find
out that, or didn’t realize that the person they married has a mental condition and they’re
in it and they don’t know how to get out of it, or how to deal with it.

Based on the interviews, clergy encounter particular groups in the community who are in
need of mental health care and support on a regular basis. At first glance of the various
responses, it would appear that most of the problems for which people seek help have to do with
matters happening in the home such as marital discord or challenges with raising their children.
Most clergy appear to have techniques and strategies to meet the needs of those who are
considered frequent help-seekers.
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Research Question 5
In terms of how often clergy report they communicate with formal mental health
providers in their communities as a means to assist help-seekers with mental health concerns,
less than half of the sample were aware of formal mental health providers in the community or
had a reciprocal relationship with them. Many simply said “no” when asked if they were aware
of mental health facilities in the community. Others, like Participant 2 stated “not by name at the
moment, but yes there’s a few”.
Three of the respondents were exceptions to the above and able to name or refer to
institutions in the community. While Participant 3 stated briefly “Coney Island hospital is the
key player”, Participant 7 said a few extra words about them:

Well besides Coney Island Hospital, basically that’s all we’ve been dealing with is
Coney Island Hospital because there are not too many that I know of in the community
that offer that type of [mental health] service…I have a working relationship with
Coney Island Hospital, but I refer them as needed. But I do have a working relationship
with Coney Island Hospital.

Participant 8 also expressed awareness about programs in the community, even though they
are not his first pick for referrals:

There is a program down on Neptune and 20th street. It's like a drug rehab center. They
don't stay there, but they just go, you know, and, but I very rarely refer them over there.
I try to refer them, like I said before to a Christian rehab, and most of the time they go to
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the Christian rehab vs. the hospital or secular rehab center. And there's a program on ...
is it 19th street, that it's ... what's the name of that program there? …Yes, Amethyst I
have referred ladies over there that's next to the library, ok. People that need ... they help
them with AIDS, or HIV I should say, a program with getting an apartment.

Overall, there appeared to be only between one to two clergy with working knowledge of
and relationships with mental health institutions in the community. This can be due to a variety
of reasons such as clergy not residing in the neighborhood and therefore being slightly removed
from rapidly changing developments in the community. For other clergy who provide direct
counseling, there may be less of a need to make referrals in general. Lastly, as expressed by
Participant 8, there may be a bias against programs that do not have a spiritual component.

Chapter Summary
In this chapter the researcher presented the characteristics of the study sample and a
description of the participants’ churches and their congregants. In addition, four overarching
themes which emerged from the data were presented: beliefs about pastoral role, views on
mental health needs, views on mental health service delivery and barriers to mental health
service utilization. Findings to the research questions were also presented.
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CHAPTER SEVEN: DISCUSSION

Introduction
The current study was guided by research questions pertaining to the mental health
service activities of clergy serving the Coney Island community. In this chapter, an overview
of the study is presented, followed by a summary and discussion of the findings. Implications
for social work practice, education, and clergy are discussed, followed by suggestions for
future research.

Overview of the Study
Compared to other groups, African Americans have long been underrepresented as
consumers of traditional mental health services. While the literature reveals that clergy are often
a first choice for those who do have mental health needs, it also documents that not enough is
known about how clergy are able to assist help-seekers. Taylor et al. (2000) have noted that
what is lacking in the literature is “research that identifies the type and quality of services
provided; assesses clergy’s knowledge of available professional mental health services within
the community; and examines the counseling and referral practices of Black Clergy” (p.80).
More recently, Taylor, Woodward, Chatters, Matties, & Jackson (2011) also called for “focused
attention on the counseling practices of clergy and their views regarding the origins and
solutions to a variety of life difficulties…” (p. 247).
This qualitative case study examined the perspectives of 10 clergy in the Coney Island
section of Brooklyn regarding how they perceive their role in mental health service delivery.
Participants participated in face-to-face semi-structured interviews after completing a brief
demographic questionnaire. The interviews were recorded later transcribed for review by the
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researcher and a colleague, both of whom analyzed the data by creating a list of themes which
emerged from the clergy’s responses. The emergent themes and findings to the research
questions were discussed.

Summary of Study Findings

An analysis of the data revealed four emergent themes and nine corresponding subthemes. The first theme revealed clergy’s beliefs about their pastoral role which included the
importance of serving the community’s needs, the all-encompassing nature of their role, the
importance of listening, and having a personal directive from God. The second theme examined
participants ‘views on mental health needs which included the mental health needs of African
Americans and the impact of community problems on mental health needs. The third theme
considered the pastors’ views on mental health service delivery, specifically the difference
between pastoral counseling and professional mental health service delivery. Finally, stigma and
cultural factors were identified as barriers to mental health service utilization, which was the
fourth theme.
The research questions which guided this study provided a range of insights into how
clergy perceive their role in the broader system of mental health service delivery. Findings
revealed that most study participants believed it was part of their pastoral duties to address the
mental health concerns of help-seekers. Clergy’s decision-making regarding whether or not to
provide mental health services and in what manner was based on their observation of mental
health need as well as explicit requests from help-seekers. Mental health services provided by
the interviewees included religious and non-religious pastoral counseling and referral of more
professional services. No groups in particular were identified as having a higher rate of mental
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health help-seeking, although clergy were regularly sought out to assist couples, teens, and the
formerly incarcerated. Lastly, clergy reported communicating very little with formal mental
health providers as a means to assist help-seekers.

Discussion of Findings
The findings from the current study provided valuable information about what clergy
believe about their pastoral duties, how clergy view mental health needs and mental health
service delivery in their community, and the barriers which prevent individuals from utilizing
mental health services. The findings also provided insight into how clergy interact with mental
health help-seekers in their community, their decision-making processes for addressing mental
health need, and the nature of their counseling activities.
The study identified four aspects of the pastoral role which clergy believe to be
particularly important. First was the importance of serving community’s needs. The literature
has long discussed the long-standing commitment of clergy, particularly African Americans, to
the community (Best, 1998). The participants in the study expressed a sense of personal
obligation to serving the needs of the Coney Island community, which stem from having deep
roots in the historically neglected neighborhood. Many of the clergy suggested that that they
did not believe they could effectively serve as leaders in a neighborhood where the people do not
have a sense of ownership of the church and the ability to trust them as religious leaders. This is
noteworthy considering that in many African American communities, clergy are seen as more
trustworthy than law enforcement, government officials, and others in positions of authority.
Clergy also reported that their pastoral role is all-encompassing, which often meant that
they were taking on the tasks of healer, peacemaker, counselor, social worker, and overall
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supporter, to a myriad of families in the community. Participant 1 referred to the nature of his
role as “ministering without borders”. This is consistent with the literature which shows that
African American pastors or leaders of African American churches are used to taking on the role
of day-to-day caregiver which often exceeds their traditional pastoral duties (Mattis et al., 2007).
Of particular interest was the fact that pastors often felt responsible to wear various hats in order
to meet the needs of community members who may not necessarily be church members. It is
extremely important to consider how clergy perceive their role in order to fully understand how
they might interact with help-seekers in the community in search of various resources such as
mental health care.
Clergy also identified the importance of listening as a fundamental aspect of their pastoral
role (Clinebell, 2011). As Participant 1 noted, “without [listening] you can’t learn or lead. You
also can’t fulfill your obligations as a pastor if you’re not listening to everyone around you and
what they have to say”. For many of the clergy, the art of listening well as a religious leader is
one of the few ways to establish trust with the community that one plans to serve.
Clergy expressed the importance of having a personal directive and calling from God
which informs their day-to-day activities and decision-making (Young et al, 2003). For some
clergy this meant that there was a preference to offer spiritual-based counseling to help-seekers
or refer them only to Christian counseling centers for treatment. Although for many others, they
believed that counseling should not be religious in nature unless if specifically requested. In
either instance, clergy acknowledged the role of their calling as the foundation to their ministry
and provision of services to the larger community.
The study also identified clergy’s views on mental health needs in their community.
Many of the study participants discussed what they perceived to be the particular mental health
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needs of the African Americans (Stansbury, 2011). Although the clergy in the study were not all
African American, there was agreement that the legacy of trauma and marginalization
experienced by African Americans in the United States has led to particular needs which must
be addressed by all mental health service providers. Some clergy expressed the view that it is
extremely difficult for non –Blacks to understand the experiences of African Americans, while
others stated that there should be more mental health professionals of color to meet the needs of
communities of African descent. Clergy members who were African American expressed
first-hand familiarity with the difficulty which can arise for fellow African Americans to
acknowledge their own mental health concerns.
Clergy also revealed their views on the impact of community problems on mental
health needs (Steptoe, 2001). Most participants believed that the community’s social
problems have had an adverse effect on the mental health status of local residents.
Given that many of the study participants have been working in the Coney Island for many
years, it is not surprising that they were able to witness how the deterioration of the
community in years past and the incidence of drugs, poverty, crime, unemployment and
housing discrimination, have all impacted the mental health status of families over multiple
generations. As a result, clergy expressed the importance of helping local individuals with
various social service related needs, at times before mental health concerns can be addressed.
The study provided insight into how clergy also view mental health service delivery,
specifically the difference between pastoral counseling and professional mental health
service delivery (Taylor, 2000). For many of the study participants, the job of a professional
mental health service provider is to focus solely on one’s mental status, while their role
consists of providing a more holistic and integrated model of counseling which may include
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spirituality and facilitating access to community resources. Clergy also acknowledged their
inability to assist individuals with severe mental health issues such as those requiring
medication or hospitalization. Many interviewees emphasized that there were not
professional psychiatrists and that they would immediately refer a help-seeker who exhibited
signs of serious mental illness to a doctor.
The study identified two main barriers to mental health service utilization, namely
stigma and cultural factors (Cauce, 2002; Corrigan, 2004). Stigma has long been identified
as a barrier to effective mental health treatment (Alvidrez, 1999). Study participants revealed
that the stigma surrounding the discussion of mental health has prevented them from helping
individuals who were in need of counseling because of the shame often associated with
admitting that one has mental health problems. One pastor stated that members have even
left his congregation because they felt ashamed when he was able to identify some of their
mental health issues. Another pastor referred to church members as sometimes being “in
denial” about their mental health status which prevents them from even having a discussion
about what they might be going through.
Cultural factors have also been long identified in the literature as a barrier to mental
health service use, especially in ethnic minority communities (U.S. Department of f Health
and Human Services, 1999). Of the six Black clergy in the sample, two of them were foreign
born and presided over congregations where the majority of individuals were immigrants
either from an African or Caribbean country. When asked by the researcher how he would
address the mental health concerns of his congregation, one clergy replied “a lot of people
from Nigeria would not literally admit to have any mental issue…that’s the cultural and
spiritual attitude of all the people.” Similarly, the other pastor replied “most [West Indians]
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don’t really believe in counseling or therapy but they would speak to me about their
problems. Despite their comments about cultural differences, clergy did acknowledge that at
times help-seekers do need spiritual counseling to deal with issues like grief, marital disputes
and other family problems; they pointed out however that they would never utilize the words
“mental or counseling” which may not resonate with those they are trying to help.

The research questions which guided the study generated findings which provided
additional information about how clergy perceive their role in the mental health service
delivery system and how they interact with help-seekers. Generally speaking, with the
exception of two participants, clergy reported that they do have a role to play in the delivery of
mental health services, whether it is to provide direct counseling to help-seekers or make
referrals as appropriate (Moran et al, 2005; Taylor, 2000). A few clergy stated that addressing
the mental health concerns of the community is one of the primary duties of their job on a dayto-day basis. Given that African Americans are found to have higher levels of unmet mental
health needs compared to other groups, clergy involvement in mental health service delivery
and referrals can be a much needed life line to help-seekers.
In terms of how clergy decide whether or not to address mental health concerns,
participants revealed a combination of first-hand observation of one’s mental health status, and
also responding to the requests of help-seekers or their immediate families. Clergy discussed
experiences of going up to church members because they were able to identify mental health
and substance abuse issues, which sometimes resulted in the individual receiving help or other
times that person leaving the church. Clergy decision-making regarding mental health provision
appeared to be based on various pre-existing factors such as prior relationship with the client.
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Clergy in the sample reported the scope of services they provide to mental health helpseekers which included pastoral counseling with and without a religious component, and
referrals to professional mental health professionals as needed. Participants who felt strongly
about incorporating a spiritual element described their decision to include prayer and bible
reading as part of their counseling sessions. Most clergy stated that they would not impose prayer
and scripture without being asked first.
Clergy could not identify one particular group in the community with a higher rate of
mental health help- seeking, but noted that at any given time they are approached by parents in
need of support for their troubled children, couples in need of marital support, the formerly
incarcerated in need of re-entry services and the elderly who may often feel isolated. Because of
extensive experience meeting the needs of the above groups in the community, most study
participants have particular techniques for addressing the respective mental health concerns of
those help-seekers.
Unfortunately, clergy reported little awareness of and communication with formal
mental health providers in their community. Despite the fact that this topic has garnered much
attention in recent years (Openshaw, 2009; Weaver et al., 2003), there is still a lack of dialogue
between religious leaders and professional mental health providers. Although three participants
were able to name local mental health programs nearby, very few had an ongoing relationship
which included reciprocal referrals or case conferencing.

Implications for Social Work Practice and Education
The findings from this study provide useful information for social workers and
other mental health professionals. First, social work professionals and others need to know
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the extent that clergy are approached as mental health providers in their communities. This
means that clinicians such as psychologists, psychotherapists, psychiatrists, and
counselors, can no longer communicate with each other with the assumption that they are
the only ones providing mental health services. As front-line workers, clergy are often the
first professionals contacted by individuals who are in search of mental health care. As a
result, mental health practitioners need to engage clergy in conversations about mental
health assessment and treatment and decide how to work together in the interest of
community members.
Social workers and other mental health professionals should continue enhance their
understanding of spirituality and the religious values of clergy which often inform their
work. While clinicians may not necessarily agree with personal doctrines or dogmas of the
church, it is important to understand the various ways that clergy are influenced by their
theological training. Overall, ongoing dialogue and mutual respect is needed between
traditional and religious providers of mental health services since they share a common
objective of assisting those in need.
Social Work educators could create co-sponsored courses and training workshops
with seminary educators in which social workers and clergy people co-teach social work
students and seminarians about the most common mental health problems that clergy
persons, as heads of congregations, will face among their congregants. In such courses and
training workshops, a range of responses to mental illness suffered by congregants could
be rehearsed and enacted in role plays in class. Additionally, social workers in a given
community could make available to area clergy people a frequently updated virtual list of
mental health providers, mental health care clinics and agencies that are both local and
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culturally informed about the specific values and traditions of the congregational leaders’
flock.
Implications for Clergy
Although not their primary role, clergy are frontline sources of mental health
information and providers of mental health care for hundreds of help-seekers who walk
through their doors. As a result, clergy should make it a priority to receive basic training in
mental health assessment and treatment. Many clergy find themselves in situations across
form a person with an acute mental health need, while not having undergone any training
at all in how to identify mental health issues and how to assess the level of need. Clergy
should form collaborative relationships with their local mental health institutions so that
there can be mutual learning. Clergy may have to take initiative to enroll in courses and
programs which can enhance their skills and help them realize their own limitations in
dealing with certain mental health emergencies in their community.

Suggestions for Future Research

This qualitative study focused only on clergy perspectives but more studies are needed on
how help-seekers experience the process of obtaining the mental health care that they seek from
clergy. For example, mixed-method studies should be conducted with African Americans who
consult clergy for mental health care in order to compare their narratives to those of the clergy
in their communities. Additional studies are needed to consider the difference between African
American clergy and Black pastors from other ethnic backgrounds such as Caribbean or
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African. Research is also needed to understand the process by which clergy’s cultural
background influences decision-making and provision of mental health services.
Future research should consider the perspectives of female religious leaders. Although
there was only one female in the current study, female pastors play a significant role in African
American communities but are understudied. Additionally, as this study relied entirely on selfreport, others studies are needed to analyze the content of clergy’s sermons to see if the views
expressed are consistent with what they report in private.

Conclusion
Clergy in the African American community have a long history of being multi-faceted
leaders for their parishioners. For years when African Americans were unable to access services
for which they were in need, clergy have been on the frontline helping their congregants with
every-day human service concerns. This research has shown that clergy are approached by helpseekers on a regular basis to address the mental health needs of them and their families. It was
the goal of this study to share clergy’s own words about how they perceive their role and how
they specifically address the needs of their community.
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